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Introduction 
1.1 statement of the Problem 
"AIDS is exceptional. The response to AIDS needs to be equally 
exceptional." 
- Dr. Peter Piot, Head of the Joint United Nation Program on HIV/AIDS 
In his speech on 8'*^  Feb, 2005 at London School of Economics, Dr. Peter 
argues that this epidemic is exceptional because there is no plateau in 
sight, exceptional because of the severity and longevity of its impacts and 
exceptional because of the special challenges it poses to effective public 
action (Piot 2005). He further says that the epidemic is increasing rapidly, 
from West Africa to Eastern Europe, from China and India to the Caribbean 
and Central America. AIDS no longer remains concentrated in so-called 
"hot spots" but becomes a generalized explosion across the entire 
population, and this pandemic will continue to expand for decades. 
Dr. Peter Piot says that AIDS is exceptional as a threat. There is no 
escaping the fact that the sensitive issues that are at the heart of the 
pandemic—sex, gender inequality, commercial sex, homosexuality, drug 
use—have proved to be an enormous barrier to prompt and effective public 
action, that is action by government and civil society. If HIV were not mainly 
transmitted through sex and needles used to inject drugs—but through 
some innocuous means—^we would probably not be experiencing the 
pandemic of today. 
Considering the sensitivity of Peter's speech, it is no wonder that 
HIV/AIDS, today, turns out to be the biggest global challenge in the history 
of public health and medicine. As of now, medical science has failed to 
procure vaccine for masses and so no cure is possible for HIV/AIDS people 
on clinical ground; prevention naturally comes out to be the only strategy to 
fight and combat HIV/AIDS. This dreaded epidemic has spread all over the 
world and no country is considered free from this malaise. By the end of 
December, 2004, UNAIDS (Joint United Nation Programmer on HIV/AIDS) 
has reported an estimated 46 million people living with HIV/AIDS. Today 
14,000 new infections and 8,000 deaths are occurring every day worldwide. 
UNAIDS reported that AIDS had already produced 13.4 million orphans. It 
has further intimated that another 45.4 million new infections are likely to 
occur by 2010 of vWiich 12.8 million could be averted by expanded 
responses. The number of orphans is likely to increase to 41 million by 
2010. 
This fatal illness Acquired Immune Deficiency Syndrome (AIDS) 
caused by a retrovirus known as human immuno-deficiency virus (HIV) 
which breaks down the body's immune system leaving the victim 
vulnerable to a host of life threatening opportunistic infections, neurological 
disorders and unusual malignancies has a special feature that once 
infected it is probable that person will be infected for life. Strictly speaking 
the term AIDS refers only the last stage of the HIV infection (Park 2000). 
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The first AIDS patient in India was diagnosed by Dr. Suniti Solomon, 
a microbiology professor at the Madras Medical Collage in Chennai in 
1986. In 1999, 1,400 Indian citizens were being infected each day (Dube, 
2000); by 2002 this figure had jumped to 5000, 
The HIV/AIDS picture in south Asia remains dominated by the 
epidemic in India, where between 3.82 and 4.58 million people were 
infected nationally by the end of 2002 and having about 10 % of the global 
HIV/AIDS burden. In the past year, at least 300,000 people acquired HIV, 
and serious epidemic are now under way in several states-including 
Maharashtra and Tamil Nadu (where HIV prevalence of over 50% has been 
found in sex workers in some cities), and in Manipur (with HIV prevalence 
among injecting drug users ranging between 60% and 75%) 
(UNAIDS/WHO-2003). In India by the end of April, 2005 NACO has 
reported an estimated 1, 04,842 AIDS cases and Tamil Nadu recorded the 
highest AIDS cases among the states. In India, about 84.53 percent of HIV 
infections are through sexual transmission - tx)th heterosexual and 
homosexual, 3.36 percent is through sharing of needles and syringes 
among the injecting drug users (IDU), another 3.27 percent through blood 
transfusion and 2.14 percent through perinatal (Lisam, 2004). During recent 
years, the epidemic in several Indian states moved out from high-risk 
groups like injecting drug users, commercial sex workers, and truck drivers, 
into the general population. The Worid Bank warns that by 2005, unless 
strong action is taken, 20 million Indians will be HIV-infected (Singhal & 
Roger 2003). 
In the city of Mumbai, HIV prevalence among CSWs rose from less 
than 10 percent in the early 1990s to 50 percent in 2000 (Salunkhe et al 
1998), and to 70 percent in 2001. Some 2 to 3.5 percent of all women 
presenting themselves at antenatal clinics in Mumbai were HIV+ in late 
2001 (Singhal & Roger 2003). It shows that the epidemic had moved from 
high-risk group to the general population. 
In Manipur, HIV/AIDS epidemic is well established.The epidemic has 
emerged in the state some 15 years ago. Manipur is a small state which is 
the border of notorious "Golden Triangle" (Myanmar-Thailand-Laos border) 
and directly connected with Myanmar. "Golden Triangle" is one of the 
world's largest producers and exporter of heroin drugs. So, drug addiction 
and spread of HIV/AIDS become very serious issue in Manipur. 
The study of IDUs and HIV/AIDS are prime need for the 
understanding of HIV/AIDS scenario and mode of transmission and spread 
in Manipur. The pattern of HIV transmission in Manipur is quite different 
from that of other state. In other Indian states, the main cause of HIV/AIDS 
transmission is through sexual contacts but in Manipur, it is mainly through 
sharing of needles and syringes among injecting drug users (IDUs); sexual 
transmission from infected IDUs to their sexual partners, be it their wives or 
girlfriend is also another factor. These two main causes of HIV/AIDS 
transmission as the barrier to any conceriied action is also highlighted by 
Dr. Peter in his recent speech. But commercial sex workers, homosexuals 
and migrant workers are newly emerging factors In the state for increasing 
HIV/AIDS. 
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In Manipur the first HIV positive case was reported in February, 
1990 from the blood sample of October, 1989, among a cluster of Injecting 
Drugs Users (IDUs) (MACS Status Report 2001-2002). Within a year of its 
first reporting, it was found out that in Manipur, the HIV seroprevalence^ 
rate among IDUs had increased from 0 to 50% during 1990-91, according 
to Manipur state AIDS control society (MACS). The report further writes 
that as per preliminary report of the Sentinel Surveillance^ conducted 
during Feb-March 1994, 1995, 1996, and 1997, the seroprevalence among 
IDUs in Manipur has increased from 59.9% in 1994 to 80.70% in 1997. But 
it has been declining from 1998 onwards with a seroprevalence rate of 
72.78% in 1998 and 66.2 in 2000 and 56.27% in 2001. However, 
seroprevalence rate among IDUs in Manipur still remains one of the highest 
in the world (MACS state report 2001-2002). 
HIV/AIDS spreads as a hidden epidemic among high risk groups as 
well as to general population. In Manipur, it is just beginning to see the 
waves of HIV epidemic among women and children. MACS reports that the 
seroprevalence rate among pregnant women has increased from 0.8 % 
during 1994 to 1.32% during 1997 and 1.69% in 1998 and 2.04% in 2001. 
Men can alter the course of AIDS epidemic, according to a report 
released in New Delhi on March 6th, 2000 by the Joint United Nation 
Program of HIV/AIDS (UNAIDS) for the launch of the year 2000 World 
' As related to HIV infection, the proportion of persons who have serologic (i.e. pertaining 
to serum) evidence of HIV infection at any given time 
- The Sentinel Hospital Surveillance System was established in 1986 to detect and monitor 
HIV prevalence in populations at acute-care hospitals in metropolitan areas of the United 
States. 
AIDS Campaign."(UNAIDS 2000 p.5). The report mentioned, "All over the 
world, women find themselves at special risk of HIV infection because of 
their lack of power to determine where, when and how sex takes place. The 
time is ripe to start of seeing men not as some kind of problem but as a part 
of solution", said Peter Plot, executive Director of UNAIDS. "Working with 
men to change some of their attitudes and behaviors and innumerous 
potentials to slow down epidemic and to improve the lives of men 
themselves, their families and their partners" (UNAIDS 2000 p.6). 
The injecting drug users (IDUs) and their sexual behavior are closely 
linked to the spread of HIV transmission in Manipur but the actual degree of 
transmission remains unclear because of the overlap of the two. But, in 
Manipur from 50% to 70% of male injecting drug users have reportedly 
been engaging in sexual intercourse (Sarkar 1993). 
However, only 3% to 5% injectors reported using a condom. A 
screening of the injectors, female sex partners in 1991 indicate that 6% 
were HIV positive. Not only IDUs are estimated as a high risk there is also 
increasing number of HIV infection through sexual transmission in the 
state. Because from IDUs to their sexual partners and newborn of them 
have already infected. Other groups who are in high risk behaviour are 
truck drivers, commercial sex workers, migrant workers and homosexuals. 
Because of the lack of recreation and long working hours of transport 
workers and truck drivers forced them to alternative means like drug abuse 
or sex with commercial sex workers, despite awareness among them. 
Migrant workers or military personals who are away from their family 
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members are more indulging in alcohol, drugs or commercial sex workers 
in order to cope with their personal stress and problems. Inability to give up 
their bad habits makes them a vulnerable lot. All over the world, men tend 
to have more sexual partners than women, including more extramarital 
partners, thereby increasing their own and their primary partner's risk of 
contracting HIV, a risk compounded by the secrecy, stigma and shame 
surrounding HIV (UNAIDS 2000). 
The opening of restaurants with secluded, dimly lighted cabins give 
rise to sexually active youths to involved in pre-marital sex in the state. 
There is a drastic inaease in the sexual behaviours of youths. This factor 
has the potential to become the main cause of AIDS compared to 
commercial sex workers (CSWs) in the near future. Literature reported the 
adoption of western cultures, the liberalized attitude and openness about 
sex in Indian cinemas, video music, television, popular magazines and 
entertainment media increasingly influences the unmarried youth to be 
more adventurous about premarital sex than ever before (Nag 1994). The 
Manipur Voluntary Health Association (MVHA) and Voluntary Health 
Association of India (VHAI) conducted a survey in 1992, and interviewed 
1020 persons out of them 632 were unmarried males, 133 unmarried 
females, 221 married males and 34 were married females. This study 
showed that lot of persons neglected the practice of safe sex, i.e.; proper 
using of condoms avoiding extra marital sex, homosexual. For collecting 
infonmation on sexual behaviour of HIV/AIDS patients, the variables used 
number of sexual partner, use of condom while having sex with high risk 
group, relationship with sex partners etc. 
1.1.1 Injecting Dmg Users and HIV/AIDS In Manipur 
AIDS and oral drugs have no direct co-relation. But when drug addicts, 
instead of using orally, become IDUs using the contaminated needles and 
syringes, it leads to HIV/AIDS. Most of the IDUs are HIV/AIDS infected 
persons because they tend to share contaminated injecting equipments. 
The group size ranges from 3-5 members. Among the estimated 20,000 
IDUs reported by the Indian Medical Association in Dec. 1993, 96.8% of 
them had shared injecting equipment with each other (thereby raising the 
vulnerability of HIV infection to 96.8%). Moreover, the cleaning of injection 
equipment is not at all practiced (62%), and the majority of those who do so 
primarily use ordinary tap water (Tellis 1995). Drug law enforcement 
agencies with more stringent laws have helped reducing heroin availability 
to the youths. However, the availability of cheaper synthetic opiates and 
analgesics suggests that although the drug of choice may have changed, 
the behaviour contributing to and inducing injection of drugs has not 
changed (Sarkar et.al.1993) Most of IDU HIV+/AIDS patients had an 
indulging nature with a tendency to experiment new or forbidden things or 
delinquent behaviour such as use of alcohol, cigarette, tobacco or other 
narcotic substances or oral drugs. They also have the pleasure principle 
regardless of its consequences. The latest trend, reveals that there is 
increased use of alcohol in most parties, ceremonies and birthdays of 
youths and elder people in the state. (Sarkar et.al.1993) It is, therefore, 
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apparent that drugs use led to increase in the spread of HIV+ZAIDS in 
Manipur. In Manlpur, the IDUs prevalence has increased tremendously 
between 1994 and 1998 from 55.7% to 72.8% (MACS 2004). Therefore, 
the information collection regarding IDU HIV+/AIDS patients behaviour 
includes their early stage behaviour (indulgence in drug use, disagreement 
with people, come back late night), their feeling (depression, frustration, 
anger, isolation from others) their earlier complaints against family 
members. 
1.1.2 Changing Social Values and HIV/AIDS in Manipur 
The social history of drug use and HIV/AIDS infection is closely related and 
need to be mentioned in the discussion of HIV/AIDS in Manipur. Alcohol, 
Ganja and tobacco are used as a part of culture, religious and traditional 
rites and ceremonies. But there is a drastic change in social values in 
individual behaviour and habits during the last few decades. Today, alcohol 
or other substances are widely used by the youth and elderly people in 
social function, birthday parties and marriages ceremonies and such use as 
socially accepted. In the early 1980s heroin drug which is locally known as 
No.-4 came Into use among the youths because of peer pressure, curiosity 
or frustration due to lack of jobs oruncertain. An interesting interview with 
an IDU who is infected with HIV positive at Manipur Network of Positive 
People (MNP+) said, "I wanted to get the kick as my friends said that it 
carried them to a fantasy world full of imaginations like real life and I 
injected No.-4 with my friends in 1990 and got the kick. I felt immense 
satisfaction compared to other drugs I used earlier". Dr. Dhanabir advisor of 
1.2 EXTENT OF THE PROBLEM 
In North eastern region there are various problems such as political unrest, 
economic backwardness, poor communication system, lack of alternative 
livelihood, rampant unemployment, increasing use of drug addiction, 
degradation of forest or natural resources, growing intolerance among the 
communities and identities crises. In the midst of these complex problems, 
the epidemic of HIV/AIDS is rising fastly. Considerable programs to fight 
HIV/AIDS has been taken up in Manipur, Nagaland and Meghalaya but still 
lots of high risk groups and areas are yet to be covered. Manipur had been 
noted well for many things and one is for high is for high numbers of HIV 
infected people. 
Among 3.5 million affected by HIV/AIDS in India, Manipur state is 
contributingi 1.44% whereas the population is about 24 lakhs. The alarming 
disrupting social system is to be talked not only by the medical practitioner 
and law enforcing agencies, but also by the students belonging to social 
science and other streams. The fear psychosis prevalent among the 
uneducated mass and those unknown to the counsellor who did not official 
report the cases helped to spread the diseases day by day from many 
sources, i.e. the pre-marital sex practiced by them, CSW or from and 
affected husband to wife and vice-versa and to their children. (Shusil 
Kumar Singh, Imphal Free Press (21.01.2004). 
He further wrote that to guide a moral principal of the population in 
the right direction is the chief duty of a politician who has to use his power 
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and energy in the political arena. Even in the 8*^  Assembly Election the 
political manifestoes carried HIV/AIDS as an issue for the election. It 
required a joint venture of politicians, NGOs and the public to fight a 
declare war against the silent killer namely HIV. 
Shusil Kumar quoted from the MACS Status report, "Heroin from 
Myanmar began to appear in Manipur in1979-80. Soon Manipur became a 
"Users State" by the early eighties. Pure Heroin which was in the injectable 
form was easily available. 
There were reports from Churachandpur district that number of 
deaths reaching 630 in Churachandpur District alone and 2370death 
reports in the State. (Imphal Free Press October 26, 2003). 
As per the record of Nagaland AIDS control society, first July 2003 the 
number of HIV positive in Nagaland stands 1565 until May 2003. Between 
1994 and May 2003, AIDS Cases reported were 361 of which 118 were 
females. During the same period, 132 AIDS related death which 16 were 
children. There is high prevalence of drug users in Nagaland. (CASA, 
2004) 
Another important thing to be noted with all caution is the spreading 
of HIV/AIDS to non drug users population through sexual route and others. 
A holistic concept of "Drugs' HIV/AIDS is the call of the hour to all right 
thinking people. The HIV/AIDS victims of our society need to be freed from 
stigmatization and marginalization with a positive attitude and proactive 
action of care and support. The role of Religious leaders, communities 
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leaders and Govt. Department required both strict coordination, sound 
cooperation and transparency for effective control and rooting out of the 
epidemic. (CASA2004). 
Manipur has geographical closeness with the notorious "Golden 
Triangle". Myanmar's poppy cultivation appears to have sharply increased 
and now accounts for 90% of all south East Asian opium production. The 
purest heroin, "No. 4' is a crystalline powder of high grade and made for 
injection although it can be smoked as well. 
Drug traffickers shared needle and syringes as a part of their drug 
purchasing behaviour in the process they got infected with HIV. 
The reported cumulative number of HIV positive cases in Manipur 
from September 1986 to October, 2004 was 18,853 including 3358 females 
and 3295 AIDS cases. The reported number of deaths due to AIDS during 
the period was 462. It reported that infection among pregnant women in 
Manipur is rising steadily. (MACS Status Report, 2004) 
1.2.1 THE CHANGING SCENARIO OF AIDS EPIDEMIC IN MANIPOUR 
(MACS- HIV SENITNEL SURVEILLANCE REPORT,2004) 
• HIV sero prevalence rate among the Injecting Drug Users has 
declined from 76.9% in 1997 to 21% in2004. 
• HIV sero prevalence rate among the antenantal women (pregnant 
mothers) is 1.66% in 2004. 
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• HIV sero prevalence rate among the patients with STD is 7.2% in 
2004. 
• HIV sero prevalence rate among the Females Sex Worker is 12.4% 
in 2004. 
• HI HIV sero prevalence rate among the MSM (Men having sex with 
men) is 145 in 2004 
In Society of HIV and Lifeline Operation In Manipur (SHALOM)'s 
Hospice Care Centre 606 HIV infected persons had so far treated and 65 to 
70% were drug addicts who share needle syringe. Deaths due to AIDS are 
common occurrence in Churachandpur resulting 150 widows and 200 
orphans lived under shadows of impending death. The Director of 
SHALOM Dr. Muana told Imphal Free Press 09 15"" Feb, 2004 that the 
SHALOM centre had in its records 4000 drug users and 1600 injectors. He 
further revealed that 46% of the married and 54% of the unmarried, 61 from 
urban Churachanpur and 39% from rural Churachandpur accounts for the 
numbers of IDUs and Sex workers suspects to be HIV positive. 
A Social activities Geeta Devi, told that main stress was on assisting 
HIV/AIDS infected widows in their strive for livelihood and educating their 
children while addressing the problems faced by the victims families in 
Manipur. She accounted 474 children below 10 years of age infected with 
HIV/AIDS from Sept. 1986 to November 2003. She also told that young 
boys and giris around 953 were infected with HIV/AIDS during this period, 
there by highlighting urgent measures to check further spread of disease 
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failing which the state would faced a perilous situation (The Sangai Express 
31^* January 2004). 
1.3 PREVALENCE OF HIV/AIDS IN AND AROUND INDIA 
China 
The Chinese government estimated that up to 200000 people were living 
with HIV/AIDS in 1996. There are two major causes of epidemics in China-
one epidemic is among IDUs in the southwest region of the country. About 
70% of all reported AIDS cases are among IDUs in Yunnan Province 
(UNAIDS1996) and HIV prevalence in this population is estimated at 80% 
(Muller ef a/ 1997). The other epidemic is among heterosexuals mainly 
along the increasingly prosperous eastern seaboard. 
In Xinjing and Guangdong, the rates of HIV prevalence have found 
among IDU to be 80% and 20% respectively (UNAIDS / WHO 2003). The 
joint UNAIDS/WHO report states that there are increasing IDUs in China 
and condom use remain low among sex workers and other vulnerable 
groups such as men who have sex with men (MSM). 
Thailand 
The first case of AIDS in Thailand was diagnosed in 1984. The patient was 
a gay man who had returned to Thailand after the death of his long-term 
partner, a westerner. Then, in 1985, a 20-year old Thai man who had not 
lived abroad was diagnosed with AIDS. This individual was employed in a 
gay bar in Bangkok. He had multiple sexual partners Thais and Europeans 
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(Beyer, 1998). Poverty, infection drug use and a flourishing sex industry 
provided fertile conditions for the rapid spread of the virus. Initially, the 
epidemic was perceived as a foreign disease, one that was not a threat in a 
society with strong family values (Singhal & Rogers 2003). 
The epidemic passed through six waves in Thailand. The first wave 
consisted of infected male homosexuals followed over time by IDUs, 
female prostitutes, the male clients of these commercial sex workers, the 
wives and partners of these males, and family by the children of these 
infected females. An estimated 200000 of Thailand's 63 million people are 
commercial sex workers, so the third and fourth wave of the epidemic has 
occurred rapidly. In Bangkok the prevalence among IDUs rose from 1 % in 
late 1987 to over 3% 8 months later (Weniger et al 1991). By mid-1993, the 
prevalence was 35% among IDUs, 29% among brothel based sex workers 
and 1% among pregnant women (Brown T, Sittiticai W, Vanichsenni S, and 
Thisyakam U 1994). From 1989 to 1995, at least 600000 Thai men became 
HIV positive the fastest spread ever documented (Beyer 1998, p.28). By 
2002, 98400 Thais had been infected with HIV; 83% of all HIV infections in 
Thailand results from sexual contact. The typical CSW had a risk factor for 
HIV that was 1000 times that of the average Thai Citizen (Singhal & Roger 
2003). 
Myanmar 
Myanmar is a neighbouring country of India and directly connected with 
Manipur state which is the study area of the present work. So, it is 
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important to see how HIV/AIDS has spread in Myanmar and as well as the 
social causes of epidemic. In Myanmar, IDUs and commercial sex workers 
are responsible for most HIV infection, and there are reports that migrant 
workers (especially gem miners and loggers) are becoming a major conduit 
for the virus spread into the wider population (UNAIDS / WHO 2003). 
UNAIDS has helped marshal a special fund to tackle the epidemic over the 
next three years, but significant improvements are also needed in the 
country's battered public health system. The report further states that to 
date only piecemeal activities have been undertaken. 
Cambodia 
In Cambodia the first HIV positive individual was identified in 1991 (a blood 
donor in the capital city of Phnom Penh (WHO 2001 report). Unusual for 
this region, injecting drug use has featured minimally in Cambodia's 
epidemic unlike many other countries in the region including Thailand. 
(UNAIDS / WHO 2003). In Cambodia, there are some 757 brothels, 
employing 3,872 CSWs. A total 20,000 commercial sex workers were 
migrants from neighbouring Vietnam. A survey of female commercial sex 
workers in 1995 showed that 38 percent were HIV positives. Motorcycle 
taxi drivers, mainly young unmarried men recently migrated from the 
countryside were identified as a high-risk group who frequently visited 
CSWs (as quoted in Singhal & Rogers 2003) 
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Indonesia 
In Indonesia, condom social marketing and AIDS awareness campaigns 
have been boosted since the late 1990s, but condom use remain low even 
in commercial sex. In Indonesia it is estimated that fever than 10% of the 7-
10 million Indonesian men who frequent sex workers use condoms 
consistently. Injecting drug use is the major driven cause of HIV/AIDS 
Indonesia's epidemic. The report writes 90% of injecting drug users have 
been found to use unclean injecting equipment in three major cities and in 
one of these, as many as 70% report having had unprotected sex with sex 
workers (UNAIDS/WHO-2003). For Indonesia, it appears to be the highest 
rate among sex workers in the country; in the town of Sorong, HIV 
prevalence among sex workers reached 17% in 2002. (UNAIDS / WHO 
2003) 
Nepal 
In the Nepalese capital, Katmandu, the cause of HIV/AIDS epidemics are 
cantered on IDUs and young sex workers. Among the former, HIV 
prevalence of up to 68% has been detected in recent years, while, among 
the latter, prevalence is around 17% (UNAIDS / WHO 2003). The report 
further writes that HIV/AIDS knowledge is passable among young people 
but they remain prone to HIV exposure. Sexual activity starts early (almost 
one in five Nepalese teenagers have had sex by the time they turn 15) and 
condom use is very low. Homosexual between men and between these 
men and their female partners are also prevalent In Katmandu. 
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Bangladesh 
In Bangladesh HIV/AIDS is a big challenge. Those people who indulge in 
risky behaviour are the major cause of epidemic in the country. Almost half 
the population is under 15 years of age, and risky behaviours including high 
rates of unsafe injecting drug use, a thriving sex trade and unsafe blood 
transfusion practices are widespread (UNAIDS / WHO 2003). The report 
further states that the people involved in these activities overlap; many sex 
workers also inject drugs, injecting drug users often frequent sex workers, 
and often sell blood, condom use is almost non-existed. In central 
Bangladesh more than 90% of sex workers do not use condoms as 
elsewhere in the country. Virtually all surveyed sex workers have reported 
at least occasionally having sex without condoms. The report says that 
more than 90% of IDUs are exposed to contaminated injecting equipment. 
In addition, knowledge of AIDS is slight: only about 56% of young people, 
and fewer than 20% of married women and 33% of married men have 
heard of AIDS. In the most recent surveillance round, up to 4% of injecting 
drug users in central Bangladesh were found to be HIV positive up from 
around 1% in surveillance rounds in previous year (UNAIDS / WHO 2003). 
Pakistan 
In Pakistan, the main causes of HIV/AIDS are IDUs and commercial 
sex workers. A growing number of the estimated 3 million heroin users in 
Pakistan have begun injecting since the late 1990s (UNAIDS /WHO 2003). 
The report says that a recent study among drug users in Quetta found that 
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55% of IDUs had used unclean injecting equipment, and roughly the same 
proportion had had sex with a sex worker. It further states that only 4% had 
ever used a condom, and only 16% drug users had heard of AIDS 
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1.4. REVIEW OF LITERATURE 
A review of the past and current literature in the area of AIDS/HIV is helpful 
in making one aware of the development in this area which has taken place 
so far. The study of AIDS/HIV and its causes and consequences is also 
helpful in identifying areas where work needs to be done in order to bridge 
the gap between the theoretical and managerial obstructions and the 
practical real life situations. So far people from various disciplines like 
doctors, anthropologists, sociologist, economists, research institutions, 
non-government organizations and local bodies have undertaken a wide 
range study in the area of AIDS/HIV and its managerial and corrective 
actions so far vary significantly from one another. 
Due to the emerging deadly scenario affecting economic, social and 
educational system, the Ministry of Health and Family Welfare, Govt, of 
India setup the national AIDS Committee in the year 1986. Accordingly, 
State AIDS Control Societies were finally opened in all the state and union 
territories of India. And Manipur is the only state in India which has a policy 
on AIDS/HIV so far. 
Some of the literatures in this area which has been appeared in 
periodicals, dailies and books are highlighted for a proper understanding of 
the problems. One of the important works dealt in the early years of 
detection of HIV/AIDS has been of Nathan Clumeck (1986) who concluded 
that in western countries there is no concern about the epidemic spreading 
of AIDS virus into the general population. However, the possibility exists of 
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outwards spread of AIDS to non-homosexual, bisexuals and to non-drug 
users. He said that we have to prevent that now. And this prevention 
constitutes a challenge and any risk reduction therefore has to begin early 
if we want to be successful. 
The number and pace of HIV infection aaoss the world as a whole 
has been documented in an alarming proportion mainly in African, Sub-
Saharan countries and Asia Pacific region. An overview of the impact and 
trend of the rise of the HIV pandemic requires a detailed discussion in the 
global context. 
1.4.1 The Global Scenario 
Worldwide, AIDS kills morthan 8,000 people everyday; i person every 10 seconds. 
• HIV account for the highest number of deaths by any single 
infectious agent. 
• Since the beginning of the epidemic, AIDS has claimed more than 
25 million lives; more than 14 million children have lost one or 
both parents to AIDS.. 
• Every year, an estimated 3 million people die of AIDS of whom 
500,000 are children under the age of 15 years. 
• Nearly 5 million persons (4.2 million adults and 700,00 children) 
are newly infected with HIV each year; more than 95% of them 
belong to developing countries. 
• Almost 50% of newly HIV -infected adults in 2003 were women 
and 50% were young adults in the 15-24 years age group. 
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• Unsafe sex is the predominant mode of transmission of HIV world 
wide accounting for 80-90% of infections. 
• There are 40 million persons living with HIV/AIDS, worldwide. Of 
these, 2.5 million are children less than 15 years of age. 
• Six million people in developing countries have HIV infections that 
urgently require antiretroviral treatment to keep them alive and 
healthy but fewer than 300,000 are being treated. 
1.4.2 HIV/AIDS in South East Asia Region 
Although the prevalence rate is still low in South-East Asia. It is one of the 
most rapidly growing HIV/AIDS epidemics globally . Because of the large 
population base, and presence of several factors that enhance the spread 
of HIV., including poverty, gender inequality and social stigma, the South 
East Asia region is likely to increasingly suffer the brunt of the epidemic. 
• HIV has already spread to estimated 6 million people in the South-
East Asia Region (SEAR); the second highest number of cases 
in the world after sub-Saharan Africa. 
• While HIV/AIDS cases are now being reported by all countries in 
the Region, four countries, namely India, Thailand, Myanmar and 
Indonesia, account for 99% of the total burden in the Region.. 
• India , with 4.58 million cases of HIV/AIDS, is second only to south 
Africa in terms of the numbers. Six states in the country, namely 
Andhra Pradesh , Karnataka, Maharashtra. Manipur, Nagaland 
and TamilNadu have the highest burden. 
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• The Majority of HIV infections intheregion occur through 
unprotected sex between men and women, 
• Throughout the region, injection drug use is adding to the rapid 
spread of the epidemic. Around half of injection drug users have 
already acquired the infection in Nepal, Myanmar, Thailand, 
Indonesia and Manipur state in India. 
• An estimated 800,000 persons living with HIV/AIDS in the Region 
urgently require antiretroviral (ARV) treatment; but less than 
40,000 are currently receiving it amounts to 360,000 with the 
largest number of cases in India.. 
• A target of getting 400,000 people on ARVs by the end 2005 is 
proposed for the Region requiring a scale- up by a factor of 10, 
treatment gap from 2003-2005 amounts to 360,000 with the 
largest number of cases in India. 
1.4.3 Factors contributing to the spread of the epidemic 
Poverty and low economic status create conditions for the spread of HIV / 
AIDS In developed and developing countries, HIV incidence is highest 
among the poor: 
• Those with low incomes may not be able to afford treatment for 
STDs or to buy condoms 
• Poor families may see commercial sex as a lucrative occupation for 
young and poorly educated daughters 
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• The poor and uneducated are more likely to contract STDs and 
other infectious diseases since they are deprived of their right to 
information on hsk behaviour, are too illiterate to understand 
prevention messages, and have less access to quality services. 
Double standards of morality and gender norms, leading to 
conditions where women are denied the same rights as men, are important 
factor in the spread of HI/AIDS. 
Women have little or no control over decisions relating to sexuality, 
over the sexual behaviour of their male partners or the use of condoms for 
the prevention of pregnancy or STD/AIDS 
Population mobility is a key factor in the spread of HIV in India. 
Limited employment opportunities force many to move from rural to urban, 
from one state to another from one country to another. There are over 180 
million migrant workers in India, many of whom are single men or who live 
apart from their wives and families. Other mobile populations such as 
members of the armed forces and long route truck drivers away from home 
are more likely to have unsafe sex. 
It is this high mobility of the male population that has brought the 
virus to the rural area. Sexual behaviour and the reluctance to discuss sex 
and sexuality affect the probability of transmission. 
Behavioural studies conducted by NACO show that sexual risk 
behaviour is well established in India. Unprotected sex and a high rate of 
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partner exchange through casual and commercial sex Is the driving force 
for the rapid spread of HIV among the female sex workers and their clients 
who then pass it on to their wives. 
In general the topic of sex is taboo and is closely linked to morals 
and promiscuity. All this leads to inadequate policy support for sex 
education in schools and - out - of - school as well as to a denial of the 
right to information and services. 
A distinct but continuing epidemic amongst injecting drug users in 
Manipur, which has already spread to their spouses, now spreading it to 
neighbouring states in the North East. 
Discrimination and curtailing of human rights of women and children, 
of marginalised populations such as street children, commercial sex 
workers, minority populations, and men who have sex with men have 
resulted in their lack of access to infomriation and acceptable services. This 
also heightens the risk of infections and promotes further spreads of the 
virus. Discrimination of People living with AIDS forces them to remain 
socially invisible and to deny their status to protect themselves from social 
ostracism form their own families and communities. 
Contaminated blood is still an important source of HIV infection 
1.4.4 Impact of the HIV/AIDS Epidemic 
Though the long term implications of HIV / AIDS are only just being 
recognised, it is dear that it will have a multiplier effect that will leave a 
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profound impact not only on individuals, households and communities, but 
also on life expectancy, per capita income, school enrolment and health. 
a) The demographic consequences of HIV / AIDS 
• AIDS will not stop population growth but the rate may slow down, 
which could result over time in smaller populations. 
• AIDS has sharply reduced life expectancy in the countries hardest 
hit. 
The structure of the population may alter due to increased mortality 
in the 20 - 40 year age group. Gender ratio may shift in age groups 
because of higher infection rates and mortality in women. 
• As the epidemic progresses, HIV will account for a greatly 
increased share of total deaths from infectious diseases in 
developing countries. AIDS has risen to be among the top four killer 
diseases worldwide - second among infectious diseases. 
• Projections indicate that in 2010, AIDS may increase the infant 
mortality rate by 75%. 
• .Most women will complete their child bearing before falling ill so the 
number of orphans will rise. 
b) The economic effects 
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Increased morbidity and mortality in young adults between 20 and 40 years 
of age lowers productivity and erodes country's skill bases - affecting the 
growth and economic development of the country. 
• National health care expenditures are expected to rise due to 
increased demand for health care services, as more people become 
ill with full - blown AIDS. HIV infection increases the onset of 
opportunistic infections like TB adding to the strain on the health 
care system. 
• Macro - economic impact is uncertain - HIV might reduce the rate of 
economic growth. 
• It will reverse hard - won gains in development. The increased 
mortality in the 20 - 40 year age group will reduce the working 
population, which contributes to the nation's growth and economic 
development 
There could be productivity loss due to morbidity and premature 
mortality of People Living with AIDS (PLWA) and due to time spent by care 
givers of these patients. In addition there is the loss due to change in the 
skilled work force and the expenditure incurred in retraining the new work 
force. 
c) Impact on Children 
• By the end of 1999, the epidemic has resulted in a cumulative total 
of 11.2 million AIDS orphans 
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• Increase in the number of children who lose one or both parents. 
Illness or death of parents or guardians ribs a child of emotional and 
physical support and this is likely to worsen in poor households. 
Before AIDS, one in 50 children in poor countries was an orphan -
In some countries today, the rate is one in ten. 
• Very young orphans whose mothers are infected or die of AIDS 
have a higher mortality rate than other orphans because roughly 
one - third of them are themselves infected at or around the time of 
birth 
• The fear, discrimination, ignorance and social stigma associated 
with AIDS leaves affected children completely isolated 
• Orphans are especially disadvantaged in terms of school enrolment 
due to reduced ability of families to pay fees. They are withdrawn 
from school to earn 
d) Discrimination 
People Living with AIDS (PLWAs) suffer profound emotional trauma, 
are ostracised and denied their basic human rights. Poor households are 
the hardest hit as shown by a study in Delhi - as poverty worsens so will 
inequality. In general, impact in India is still not visible. Studies in Africa 
show that impact in India is still not visible. Studies in Africa show that 
impact is cleariy evident only two decades after the onset of the epidemic in 
a country 
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e) Prevention 
Important global experiences indicate that the epidemic can be 
overcome through preventive interventions. 
• Collective multi-sectoral effort and political commitment have 
reduced HIV rates in Thailand. Comprehensive public health STD 
prevention and care programmes in Tanzania helped reduce new 
infections by nearly 40%. 
• India already has rich experience in successful prevention efforts 
amongst difficult to reach populations such as migrant workers, 
CSWs and injecting drug users. 
• Behavioural surveys (BSS) indicate that early intervention in Tamil 
Nadu is resulting in promising behaviour changes. 
• Calcutta's Sonagachi project for sex workers has shown that it is 
possible to reduce the incidence of STD s and keep levels of HIV 
infection low. 
• Sex education introduced before onset of sexual activity has been 
shown to increase: the age of first encounter and safe sex practices 
among the young 
f) How to prevent AIDS 
• Avoid anal / oral sex with multiple sex partners. 
• During sex use Nirodh (Condom). Do not reuse the Condom. 
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Treat sexually transmitted diseases promptly. 
HIV positive women should not get pregnant. 
Only use HIV free blood and blood products. 
Always use disinfected and disposable needles and syringes. 
For ear / nose piercing do not share needles. 
Do not share / re-use needles during tatooing 
Avoid sharing razors with others in a saloon. 
Accept body organs from HIV free donors. 
However, the first concerns in India has been seen in a research agenda 
brought out by Indian Council of Medical Research as late as in 1991. The 
research paper had highlighted the then prevailing status of HIV infection 
by uncovering several flows in the existing social, economic and health 
care system. Correction of these was required and would have to be taken 
up as a long-term proposition. However, it is essential to avoid two extreme 
positions during implementing the AIDS control program. The first one is to 
take up the task of trying to correct all these maladies in the challenge of 
HIV infection and share the responsibilities of caring for the HIV infected 
persons. Secondly, to ignore all other dimensions and treat AIDS as a 
purely medical problem. We all have to unite to face the challenge of HIV 
infection and share the responsibilities of caring for HIV infected persons 
(ICMR1991). 
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Later, Ritu Priya (1994) in her article entitled "AIDS, Public Health 
and Panic Reaction" emphasized upon discnmination against person 
infected by the HIV. She also highlighted that the public health action and 
AIDS in India started with forcible testing of commercial sex workers 
(CSWs) in red light areas with the active help of police. The police not only 
helped ensure entry and unimpeded functioning but also helped in 
overcoming resistance testing by unwilling persons (Ritu Priya 1994). 
The same year Renee Danziger (1994) has highlighted the socio-
economic impact of HIV/AIDS epidemic. The economic impact is most 
commonly analyzed in terms of direct and indirect costs. Direct cost are 
defined broadly as the cost of prevention, treatment and research (although 
many analysts focus exclusively on the cost of treatment) while indirect 
cost compromises the loss of potential life attributable to AIDS. A number 
of studies of the current and likely future economic Impact of HIV and AIDS 
have been undertaken but the death of hard data and uncertainly about the 
future course of the epidemic preclude precision. Besides, the impact of 
HIV/AIDS on labour productivity, health sector, impact on children, women 
and unequal treatment to them, disaimination on the infected people and a 
distinct pressure on the individual are fully discussed in his paper (Danziger 
1994). 
Another study of HIV epidemic in Punjab was conducted by Sehgal 
(1995) highlighted the magnitude of HIV/AIDS in India by showing a total of 
58,890 subjects screened for HIV infection during June 1987 to December 
1992. 
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Pathological lesion in HIV positive patients was studied by Santosh et al 
(1995) and Gadkari et al (1998) including the transmission of generically 
diverse strains of HIV-I in Pune, India. The findings were argued to be 
important for the design and testing of effective candidate HIV-1 vaccinates 
for India. 
With regard to North East India's situation, Meena Menon (1997) 
writes about AIDS and commercial sex making inroads into traditional 
culture in India. Pointing out the case of growing sex work culture in North 
East, she portrayed a novelistic account of a small town called 
Dimapur by the side of railway track, and very close to busy train station 
here, a cluster of bamt)oo huts, each a tiny Island in slimy, stagnant pools 
of water....the huts are hidden behind bamboo screens their occupants 
sitting on chairs by the railway time frilly dresses over even very young 
bodies, their lips darkened with lipsticks. This railway bazaar is one of the 
red light areas of Dimapur, which has some 500 commercial six workers, 
according to estimates. In the state, Dimapur is one of the north east 
important trading centres, with a large migrant population and a big military 
base, both of which provide sex workers with regular business (Menon 
1997). 
A similar situation prevailed over Myanmar (Burma), which currently 
face a severe epidemic of HIV infection. Measures of the HIV burden are 
crude and Burma's national statistics, though known to be incomplete and 
unreliable, reveals between 4 lakhs to 7 lakhs persons infected by HIV 
(Suu Kyi 1996). 
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Highlighting the restraints involved in tacking HIV/AIDS, Radhika 
Ramasubban (1998) emphasized that despite the presence of several 
fostering factors, HIV/AIDS prevention and care is not yet part of the 
mainstream social process. Resilient socio-cultural norms and stereotypes 
organizational inefficiencies and weaknesses, and lack of political will to 
undertake major public health and educational reforms and tackle poverty 
are the main inhibiting factors. Moreover, constrains upon open discussion 
of sex and sexuality inhibits the emergence of safe spaces wherein enough 
information may be obtained (Radhika 1998). 
Few studies are worth quoting here primarily undertaken from bio-
medical perspective highlighting the medical aspects of the problem. 
Chakrabarti et al (2000), who studied HIV-1 subtypes in injecting drug 
users and their non-injecting wives in Manipur, India, argued that the 
presence of HIV-1 antibodies was determined among the injecting drug 
users (IDUs) and their non-injecting wives. A total of 233 (72%) were found 
to be HIV-1 sero-positive among the 322 subjects recruited in the study 
between August, 1996 and September, 1997. Mandal ef a/(2000) analyzed 
the distribution of HIV-1 subtype in female sex workers of Calcutta. They 
said that subtype 'C was the major circulating HIV-1 strain in this 
geographical region although variations within this subtype were also 
noted. 
The AIDS Clinical Care, Massachusetts, USA has been continuously 
targeting towards AIDS/HIV issues of the world so far. Dr. Cotton (2002), 
editor of AIDS Clinical Care, Massachusetts Medical Society, argued that 
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over the past decades, attention to HIV infection in women has slowly 
increased while epidemic has quickly spread in this population. This 
increased focus has brought some clarity on important issues, including 
factors associated with transmission, rate of disease progression and 
safely of antiretroviral in pregnancy. He also highlighted most importantly, 
prevention efforts that target women from vaginal micro-bicides to prenatal 
interventions, to information on transmission, to changes in social 
conditions and attitudes-must is key components of any strategy to combat 
HIV/AIDS. 
The Indian sub-continent seemed to be marred by the same 
phenomenon with the similar cause. An interesting study is the teachers' 
awareness and opinion about AIDS from eastern Nepal. Jha et al (2001) 
suggest that the potential for spread of HIV in Nepal is considered large 
because of the presence of extensive commercial sex workers, high rate of 
sexually transmitted diseases, low condom use and many pockets of 
intravenous drug users (IDUs). The prevention of this disease, they said, 
could be initiated by the teachers as they can give awareness about this 
dreaded disease to the students at large. 
Giving hindsight for social workers, Michael and Christopher (2002) 
said that social work professionals are a valuable and somewhat untapped 
public health resource with regards to HIV prevention, risk assessment and 
case finding. However, results of the study show a discrepancy between 
what workers feel they know about AIDS/HIV and what knowledge they 
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actually possess; this manifests in practice with a lack of social work 
Involvement towards addressing the disease in the community. 
Impact of improved treatments on perception about HIV and safer 
sex among inner city HIV injected men and women were considered by 
Craig Demmer (2002). 
A sustained minority (20%) of deaths among women with HIV was 
due to causes other than AIDS. This was the finding of Cohen et al (2002) 
and Sandro et al (2001J who studied the impact in insecurity, the AIDS 
epidemic and poverty on population, health, disease patterns and trends in 
northern Uganda. The data also suggested that to deaease mortality 
further among HIV infected women; attention must be paid to treatable 
conditions, such as hepatitis C, depression and drug and tobacco use. 
They also concluded that preventable and or treatable communicable 
disease mainly those related to poverty and poor hygiene represent the 
leading causes of admission and death reflecting the socio-economic 
disruption in northern Uganda. 
Back in India, National AIDS Control Program has identified the role 
of medical justifications in prevention and control of the epidemic. National 
AIDS Control Organization (NACO) has identified wide range of guidelines 
for using information, education and communication (lEC) channels by the 
state AIDS control societies. They identified a number of channels in audio-
visual and print media for a wide range awareness and education about 
these dreaded diseases. All theses programs are being introduced / 
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conducted through the Ministry of Health and Family Welfare, Government 
of India. 
Kenagy (2002) in his study demonstrates the need for HIV 
prevention interventions for trans-gendered people. Intervention strategies 
need to address the needs for both male-to-female and female-to-male. 
Furthermore, the study points out that in order to accurately assess 
HIV/AIDS risks specific to trans-gendered people, it is cntical to develop 
questions about sexual activities that are sensitive to the complexities of 
trans-gendered identity. While Estebanez et al (2002) explain that 
prevention education for incarcerated individuals is critical not only because 
the audience is captive and difficult to access otherwise, but also because 
prisoners have a high risk of HIV acquisition and transmission while 
incarcerated and after discharge. Prison populations continue to grow as a 
consequence of the war of drugs with correctional institutions acting as a 
revolving door for many users of street drugs. Harm reduction 
interventions, such as needle exchanges programs and condom provisions 
have seen advocated and implemented by pioneering health professionals. 
However, lack of independence of prison medical services within 
correctional institutions and systems has curtailed these efforts in most 
countries. They also explained that female IDUs who have been 
imprisoned have substantially increased frequencies of reproductive 
conditions such as pregnancy; irregular periods and sexually transmitted 
diseases (STDs) compared with women IDUs who have not been in prison. 
As women in prison have different health needs and social problems than 
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incarcerated men, gender specific programs are needed involvement of 
IDUs in the design, implementation and evaluation of interventions can be 
empowering for participants while inaeasing the probability of significant 
and lasting behaviour change to prevent HIV acquisition and transmission 
(Estebanezefa/2002). 
The problem of HlV/AlDS came to the limelight in Thailand by 1985 
when four cases were found for the first time in Bangkok. Lisu AIDS 
Research Project Thailand conducted a wide range of study in these areas 
for quite a long time. Difficult objectives were identified in that programme 
which includes (a) assistance in the provisions of fundamental needs for 
AIDS patients and drug addicts, (b) enhancement of quality of life and 
encourage development of under-privileged people and to strengthen the 
Lisu communities and promote self reliance etc. 
In short, the HIV/AIDS epidemic has had a great impact in the world 
not only because of the numerical magnitude of the problem, but because 
of series of important collateral factors, such as impact on mortality of 
subjects in their productive and reproductive age, the great influence over 
human sexually, and the disclosure of sexual behaviour and preference 
that were once kept in complete secrecy. From the commercial point of 
view too, all kinds of lucrative tendencies viz. pharmaceutical companies 
have emerged and millions of dollars have been invested in the potential 
markets that patients of HIV/AIDS represents. However, the result is 
disappointing as the costs of these drugs are very high while ability to 
afford these medicines has declined. 
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In India and in Manipur, the problem of AIDS/HIV has been one of 
the major issues. There is no doubt about the significant impact HIV/AIDS 
has had on the economy in the state. Rajan Gupta (2001) argues that India 
has a very large migrant work force - industrial and agricultural both -
estimated at over 200 million and increasing in numbers due to the growing 
population. Furthermore, every natural disaster displaces people and add 
to the rank of the migrants. A majority of those on the move are men who 
work under harsh conditions to save as much as possible to their families. 
Their life styles and conditions expose them to alcohol and drug addition 
and to risky sex. This migrant labour force is very often rowed as a 
community of sex workers that is itself migrant and indistinguishable; many 
cities do not have well defined "red-right" areas which serve as focal points 
for sex work. Reaching these sex workers is therefore hard; their education 
and empowerment remains at the same level as that of the work force at 
large (Gupta 2001). Rajan also highlights that it is an open secret that Karol 
Bagh in New Delhi is a focal point for sex workers from Russia and Eastern 
Europe. The pattern of operations of these sex workers is that they 
smuggle Indian goods into Russia, work as a high class call girls while in 
India, and then smuggle Indian goods and narcotics when going back. One 
can only wonder who their clients are since their evening charges are 
higher than the monthly salary of 99 percent of Indians. Unfortunately, lack 
of political will and corruption is preventing adequate intervention (Gupta 
2001). 
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UNDP India also highlights that India has one of the most 
progressive policies on harm reduction and drug use, based on the lessons 
and experiences of the intravenous drug users in the North-Eastern state of 
Manipur, where injecting drug use is the main route of transmission of HIV. 
The Manipur State ADIS Control Society has also taken up under its Rapid 
Intervention and Care (RIAC) Program. 
Chitra Ahanthem (2001) in this regard says that ever since the first 
reported cases of HIV in India in Tamil Nadu and Maharashtra in the 
late'80s, the virus has spread across India, especially in the north-east. 
Going by the Manipur AIDS Control society report, there are only 2,297 
women who are HIV positive: a mare 2.39% of the total HIV positive 
population. But she says, these figures do not reflect ground realities. 
Besides, she also highlights that government and NGOs have been 
implementing intervention programs viz. counselling, condom promotion, 
medical check-up's, needle and syringe exchange programs among 
vulnerable groups like IDUs, Men having Sex with Men (MSM), sex-
workers, truck drivers etc.; they also organize prevention/awareness 
programs for youth community leaders teachers, security enforcement 
personnel etc. 
Rasheeda Bhagat (2002) said that the dead diction program in 
Manipur, India concentrates not only on drugs or alcohol addiction but also 
on many other factors such as how to deal with anger, plain or loveliness, 
family relationship and at the same time helping the addicts to develop a 
positive outlook, go back society with confidence and make a success of 
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his life. According to the United Nation Drug Control Program (UNDCP), 
HIV/AIDS epidemic is no longer confined to the injecting drug users (IDUs), 
as it has spread to their sexual partners, to their children and to others as 
well. An increasing number of people infected in Manipur belong to younger 
and working age groups. It is also reported that the HIV sero-prevalence 
rate among the pregnant women is raised alarmingly. More than 90% of the 
HIV positive women got infected from their husbands (AIDS Alert, 2001). 
The number in AIDS widows as well as children has also increased. It is 
estimated that 1000 children have t)een affected with HIV/AIDS in the state 
of Manipur by December 01, 2001 (UNDCP, E41 January 2000). 
On the other hand, Sushil Huidrom (2003) has rightly highlighted 
HIV/AIDS related stigma and discrimination. He says that it has come from 
the powerful combination of shame and fear. Shame or abuse towards 
people living with AIDS, simply forces the epidemic go underground, 
creating the ideal condition for HIV to spread. The only way of making 
progress in eradication of the epidemic is to replace shame with solidarity 
and fear with hope . 
Rajan Gupta (2003) argued that the pattern of spread of HIV/AIDS in 
India is a combination of what is happening in Western countries in Sub-
Saharan-Africa. He illustrate the dominant patters with the help of six 
examples which includes sex workers, truck drivers, men having sex with 
man, IV drugs use migrant workers and vulnerable children consisting of 
orphans abounded children's child labor and children growing up in abusive 
homes. These children are ultimately subject to sexual abuse by older men. 
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This trans-generation sexual exploitation push these children at very high 
risk for STDs. Dr. Nandy Pandium of UCSF AIDS Research Institute, 
U.S.A. says that there is a great need to build partnerships with 
researchers and institutions in all the countnes to work collaboratively to 
prevent HIV/AIDS. 
1.4.5 Refugees and Internally Displaced Person (IDPS) 
In much of south Asia, the demarcation of boundaries of newly independent 
nations, emerging from colonial rule, was often arbitrary. The delineation of 
international borders by colonial powers in many cases, took little account 
of the geographical and historical realities of, and past linkages of 
community and kinship between them. As a result, national borders have 
become porous and difficult to secure. Moreover, the ethnic linguistic or 
religious affinities of communities have led to constants cross border 
movements on a significant scale. These include economic migrants as 
well as refugees and asylum seekers (Hazarika, 2000). Refugees can be 
either those who flee from their country because of persecution and other 
political reasons or those who seek economic betterment. 
1.4.6 Factors Increasing Vulnerability to HIV/AIDS in Migration & Mobility 
HIV/AIDS epidemic has closely related to migration and social mobility. 
People moving t>etween countries become more vulnerable to HIV/AIDS 
than those people who do not move. Many people move within their 
countries of the region and to outside countries on order to seek 
employment to seek better living or working conditions or health care to 
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seek education, or business or family reunion and displacement of people 
became of war, violence, ethnic tension, human rights abuse and natural 
calamities. Migrants are mobile people who take up residence or who 
remain for an extended stay in a foreign country. So, both the countries the 
sending and the receiving countries are vulnerable to HIV/AIDS (UNAIDS / 
WHO 2001). The reason why migration and mobile people are vulnerable is 
that the situation they encountered and the behaviours engaged in the 
process i.e. a long time separation from the families, and regular sexual 
partners, compounded by degeneration, poverty, exploitation and 
marginalization create condition where that are more susceptible to 
exposure to the virus. Key group movement of the people within and from 
the region involves truckers, travellers, fishermen, traders, transport 
workers military including peace-keepers, mobile employees of large 
industries e.g. mining, companies, migrate workers and sex workers are 
particularly vulnerable to HIV infection. China has an estimated internal 
migration of 120 million people a year. India has an estimated 200 million 
people away from their place of origin, and has identified rural-urban 
migration as a key vulnerability factor (UNDP 2002). 
The second Who south-east Asia and western pacific region bi-
regional meeting on the control of communicable diseases including 
HIV/AIDS in the border area, was held in Beijing, China late 1997. (AIDS 
watch 1998). Participants from the countries, namely Cambodia, China, the 
democratic people's republic of Korea, the Lao people's democratic 
republic, the republic of Korea, Vietnam, India, Myanmar, Nepal and 
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Thailand Participated In the deliberations. Besides other topics the meeting 
received the STD and HIV/AIDS epidemiological situation and program 
relating to cross-border population movement in particular. Growing 
economics in the region leads to increase number of population mobility 
across land and sea borders and facilitating a growing number of travellers 
moving along international highways. Since there is frequent en-route 
casual sex and drug use itinerant people may adopt high-risk behaviour. 
Therefore all types of mobile group may serve as "bridges" between high-
risk and low-risk populations, thereby creating the potential for a wide 
spread diffusion of HIV. For example, while the truck drivers are on the 
move to the cross border areas or interstate highways their families live in 
village but are high risk if infection owing to the sexual behaviour patterns 
of their partners (truck drivers) if you wanted to spread sexually transmitted 
disease, you'd thousands of young men away from their families isolate 
them in single-sex hostels and give them easy access to alcohol and 
commercial sex. Then, to spread the disease around the country, you'd 
send then home every once in a while to their wives and girlfriends (UNDP 
et al). South-eastern coalfields limited in Madhya Pardesh are situated in 
tribal belts where the majority of employees are illiterate. About 60% of the 
work faces are addicted to alcohol heavy smoking and having multiple 
sexual partners; a large number of worker are migrant labourers (AIDS 
watch1998). The report further writes that a recent survey found that 50-
60% of the workers are suffering from STDs. 
44 
Migrant and mobile people have marginalized attention from 
authorities. Poverty and lack of resources may force these migrant or 
mobile women to increase their risk of HIV by trading or selling unprotected 
sex for goods, services and each in order to survive or continue their 
travels. 
Refugees and internally displaced people are also one of the most 
vulnerable factors to HIV/AIDS because of their living condition through 
total chaos and conflict. Theses people line in the condition of poverty 
power less ness, social instability, physical, financial, and social insecurity, 
which erode their livelihood. In such conditions women and girls are most 
vulnerable because of their low status, cultural and practices associated 
with sex and sexually and they find themselves forced into sex in order to 
get the basic needs and especially vulnerable to rape. 
Migrant and mobile people separated from their and spouses so 
they may fed freed from their social norms family restriction and 
expectations and culture. This greater individual freedom and more liberal 
social attitude lead to HIV/AIDS epidemics. Because they are easily 
susceptible to peer group pressures, which lead to provoke to take, risk 
and indulge in risk behaviours, like taking alcohol, abusing drugs and risky 
sexual activity. 
1.4.7 HIV/AIDS and Human Trafficking 
Poverty and marginalized socio-economic factors leads to trafficking 
among many young women and girls particulariy fox sex work, (in 
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recognized as gender related HIV/AIDS issue) those wlio are trafficked for 
other type of work are also subject to exploitation and abuse. Trafficking is 
recognized as gender related HIV/AIDS issue. The gender bias and low 
socio-economic status of women and girls make them compromised and 
accept the violation of their rights. In such situation, women have limited 
choice and they become less effective in negotiating safe sex with partner 
and take the risk of vulnerability of HIV/ADIS. 
On the other hand, the World Bank Study says that if AIDS were to 
continue unchecked, it could wreck a society in three generations. The 
study says that Asia-Pacific region now accounts for one of every five new 
HIV infections worldwide. The Economic and Society Commission for Asia 
and the Pacific quoted that in 2002 AIDS killed about half a million people 
in the region and because the disease grew so fast in the early years, 
death rates are going up. In the same year an estimated one million adults 
children and young people acquire HIV. In all over eight million people was 
living with the virus in the region by end of 2002, of which 2.6 million were 
young people aged 15 to 24. The cold fact is that AIDS gives a great 
tragedy economically by damaging the human capital selectively, wrecking 
the health of the most productive members of society. Not only do they 
become sick and weak, it kills them in their prime at a time when they 
should be getting a formal education, rearing children and learning their 
careers. The ultimate result will be that the children of AIDS victims will be 
left with no one to love raise and educate them. In India too, such problems 
are very common. In this regard, Sharmistha Chatterjee (2002) writes that 
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over 10,000 teenagers from the workforce of Mumbai's booming restaurant 
business are affected by AIDS/HIV. These boys are highly prone to 
contracting AIDS tuberculosis, and STDs. 
After doing the direct review of some of the important writings on 
HIV/AIDS, we now turn to look some of the questions viz. gender, 
agricultural production, labour productivity, health and indicators of 
development vis-a-vis and South and South-East Asia. 
1.4.8 Agricultural Production, Development, Health and HIV/AIDS 
Agricultural production in developing countries is deeply affected by the 
AIDS epidemic because of its high level of labour intensiveness. The effect 
of illness or death within a family depends on who falls ill. When a female 
head is unable to work the cultivation of subsistence crops may suffer 
within the household. In some cases, her role on the farm may be replaced 
by the older children who are removed from school for this purpose. 
Whereas, In the event of sickness or death of the male head of household, 
the family may continue to have sufficient food for subsistence but it may 
be deprived of its main source of cash income. When there is sickness 
among the male members of the family, additional demands on the women 
are often placed in their care-providers. It reduces the time available to 
them for tending to the farm. The high mortality rates among the main 
productive age group due to AIDS leads to major food deficiency in the 
affected areas. There is the possibility that the epidemic might in the long 
term lead to a loss of human control over ecosystems (Gillespie). This 
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impact of AIDS on agricultural sketches form the Impoverishment of 
individual household and farming communities to the destruction of entire 
ecological systems. 
The World Bank calculates that if all AIDS patients in Tanzania were 
treated with better health facilities and if sufficient drugs were available for 
this purpose. AIDS care would have absorbed approximately U.S.$ 27.3 
million in 1991, roughly equivalent to half of the country's entire public 
health recurrent budget for that year (World Bank Tanzania: AIDS 
assessment and Planning Study Population and Human Resources 
Operations Division, DRAFT Report: Mimeograph). The economic impact 
of AIDS in Thailand estimate that the annual health care cast for an AIDS 
patient was equivalent to 30-50% of annual household income for the 
average Thai family, and 10 times more than is currently spent by families 
on health (Viravaidya M. Obremsky S.A. and Myer C). The direct cost of 
treatment one individual with AIDS in Mexico cost roughly US $ 4500, 
equivalent to a year's salary for a general practitioner. The same study 
noted that while the costs of AIDS care places a growing burden on health 
facilities, over 65% of the cost of treatment was met by the patients them 
selves (Tapia & Martin 1990). 
The human cost who is working in this field is also rising because 
health workers in the field of AIDS care have come under intense 
emotional, psychological and physical pressure as a result of the epidemic. 
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studies have found that there are reports of rapidly increasing rates 
of HIV TB co-infection which leads to serious implication for health care 
facilities in the affected areas. The mycobacterium tuberculosis has an 
important influence on the progress of HIV infection. According to De Cock 
ef a/ (1992), Tuberculosis is an early opportunistic disease among many 
HIV infected people; "indeed, wherever infection with mycobacterium 
tuberculosis is common, predominantly in the developing world, 
tuberculosis rapidly becomes the major complication of HIV infected when 
the latter begins to spread" (De Cock et al 1992). The prevalence of TB 
among HIV infected people has serious cost implications, as the relatively 
long hospitalization necessary for tuberculosis and the nature of the drugs 
required for treatment mean that the cost of treating HIV positive patient 
with tuberculosis is general more expensive than treating HIV infected 
patients with other opportunistic diseases. 
At the same time in areas where HIV infection has become the 
highest risk factor for progression from latent mycobacterium tuberculosis 
is active tuberculosis (TB) the HIV epidemic serves to increase the number 
of TB cases, thereby, playing a further cost burden on health facilities 
(Bermejoefa/1990). 
Both TB and AIDS have similarity of symptoms, (between TB and 
AIDS) so, sometimes, it is difficult to diagnose both are associated with 
wasting, persistent caught and high fever, patient with TB-whether HIV 
positive or negative, may be diagnosed as having AIDS but not TB and 
may thus fail to receive appropriate treatment. 
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Because of the AIDS epidemic there is diversion of resources from 
other health programs to AIDS care and treatment. Not only medical 
supplies but also hospital beds and other resources have shifted to provide 
care to AIDS patients. 
It not only deprives workers income, well-being and the opportunity 
to contribute to the local economy but also leads to loss of skill and 
productivity on the part of his or hr employer. In one country, the national 
airline administers HIV tests to job applicants without their consent and 
denies jobs to those who test positive. In another case, almost half the 
infected employers working in hospital reported losing their jobs. 
1.4.9 Impact on Labour Productivity 
HIV and AIDS affect the most economically productive sector of society. 
The epidemic affects the workplace ranging from demoralization, to 
increase costs for employers and other welfare provisions, and to falling 
productivity rates. The falling productivity in both formal and informal sector 
employment because of AIDS related morbidity and mortality as well as 
rising levels of absenteeism among healthy workers due to their 
responsibilities for earning for the sick, visiting friends and friends with 
AIDS and attending funerals. 
There is a discrimination of workers on the ground of HIV infection. 
The sub-Saharan region of Africa accounts for the largest number of 
infection i.e. with 8 million cases of world's 14 million cases of infection 
(WHO) HIV incidence among Africa adults is likely to rise to between 8-
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15% in the next 15-20 years (Becker?). He further notes that while all of the 
projections indicate that hundreds of thousands of deaths will occur from 
AIDS, even the highest mortality projections do not give rise to 
depopulation. As deaths from AIDS leads to smaller proportion of 
population surviving to child-bearing age and increased use of condoms for 
prophylactic purpose, it also affects the fertility rates. 
The economic impact of AIDS is analyzed in terms of direct and 
indirect casts. Direct costs are prevention, treatment, and research. Indirect 
costs comprise the loss of potential life attributed to AIDS. A study shows 
that at the Mama Yeno Hospital in Kinshasa that the average direct cost 
per AIDS patient was U.S. $ 170 and where the estimated per capita gross 
national product for 1988 was U.S. $ 160. The indirect cost of AIDS means 
the loss of income or earnings due to AIDS related mortality and 
sometimes morbidity. 
In Viet Nam HIV/AIDS epidemic erupt suddenly wherever thee is 
significant levels of injecting drug use occurs. It has joined a growing list of 
countries in Asia, Eastern Europe, the Middle East and Latin America, 
where injecting drug use has primed HIV/AIDS epidemics (UNAIDS/WHO). 
This joint UNAIDS/WHO reports states that according to official estimates, 
65% of Viet Nam's HIV infections are occurring among drug users, due to 
the use of contaminated injecting equipment. Sentinel surveillance in 2002 
found that more than 20% of injecting drug users in most provinces were 
HIV positive. The epidemic is also spreading in other vulnerable 
populations. Although many sex workers are believed to inject drugs, there 
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is growing evidence that this surge in infections is now also occurring 
through sexual intercourse. The report further writes that by introducing HIV 
prevention programs, it can limit the spread of HIV through injecting drug 
use, thus, protecting not only drug users but also their children. As there is 
Increasing liberalization in Vietnamese society, migration from rural to 
urban areas increases and a significant portion of men buy sex in urban 
areas. The latest UNAIDS and WHO estimates published in AIDS epidemic 
update that over 1 million people in Asia and the Pacific acquired HIV in 
2003, bringing to an estimated 7.4 million the number of people now living 
with the virus. A further 500.000 people are estimated to have died of AIDS 
in 2003. According to UNAIDS/WHO although national adult HIV 
prevalence in India is below 1 % five states have an estimated prevalence 
of over 1 % among adults. 
1.5. SCOPE OF THE STUDY 
Keeping in mind of this rapid spread of HIV/AIDS epidemic and changing 
structure of Manipur society, the present study takes up to study the social 
implications of HIV/AIDS, the geographical factors, the economic burden, 
the challenges in controlling and preventing HIV/AIDS, the policies and 
programs, the social dimensions of people living with HIV/AIDS and its 
consequences in their further life and society as a whole and to analyze its 
linkages with one another. Not only these, the present study also tries to 
study the social structure of the Manipur society because every problem in 
the society is closely associated with the existing social structure. In the 
present Manipur society, there is youth unrest. Injecting Drugs User's 
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behaviours among youths, unemployed and poverty, political instability, 
ethnic dash, and territorial disputes and problems. It is intended to study 
and how these issues are related to the spread of HIV/AIDS. And why out 
of the seven north-eastern state of India, only Manipur state is highly 
affected with HIV/AIDS? The present study ties to seek answer to these 
issues. 
Though AIDS has been regarded as bio-social in nature, the present 
study does not claim to address the epidemiological trends or to look into 
biomedical aspects of HIV/AIDS. This is purely a sociological study of 
HIV/AIDS in Manipur. Sociological in that it primarily considers social 
processes, human behavior, and various social practices in its 
understanding. Such a study acquires immense significance and scope in 
that the concept of 'cure' for AIDS victims has been superseded by the 
notion of 'prevention' in the discourses on AIDS in India and the world over. 
The emphasis on prevention in combating AIDS naturally calls for a 
systematic perusal of circumstances, behavior, and trends as well as 
changes in familial, economic and political values taking place in a given 
society. For instance, Manipur stands out uniquely from the rest of India in 
the discourse on HIV/AIDS because of its unique relation with the drug 
addiction behaviour. Any efforts to combat AIDS, thus, can not become 
meaningful unless the behaviour of drug users, primarily IDUs, is 
understood fully. This study is an attempt in that direction. 
In India, North Eastern states are considered as the epicentre of 
HIV/AIDS arising out of intense drug addiction behaviour. Not only these 
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states have higher incidences of HIV/AIDS but there are also many more 
burning problems like family disintegration, youth unrest, political anarchy, 
insurgency, territorial conflicts, ethnicity conflict, refugees, internal 
displaced persons, and outsiders, unemployment of educated youths, 
poverty, geographical isolation, and cultural alienation from the 
mainstream. These long-standing problems remain unsolved for the past 
several years. Governments in most conflict-affected countries are not 
responding adequately to the threat of HIV/AIDS, for want of commitment 
and capacity building; they are underestimating the threat of HIV/AIDS in 
conflict-affected areas (Subramanian 2002). It is sometimes worthwhile to 
ponder whether the government is using this lacuna by adopting an 
indifferent approach towards HIV/AIDS as a strategy to link these issues 
with other sensitive problems of insurgency, political unrest, territorial 
disputes and unemployment. This study also attempts to outline 
government concern vis-a-vis HIV/AIDS in Manipur. 
The geographical scope of the study extends to three districts of 
Manipur i.e. Imphal, Thoubal and Churachandpur. These three districts 
were chosen by way of purposive sampling. These three districts represent 
not only three different cultural groups inflicted with AIDS but also the 
highest number of HIV/AIDS patients in Manipur. Imphal, capital of 
Manipur, is an urban place by Manipur standards and characteristically 
heterogeneous; different ethnic and cultural groups as well as outsiders live 
together. It is the centre of activities like polity, economy, education, 
business, protest, strikes. It has the highest HIV positive cases contributing 
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to 64.45 percent in Manipur. This makes the study even more interesting as 
there is an urgent need to understand why this district which is 
heterogeneous in nature has the highest HIV infection in Manipur. Does it 
mean that HIV/AIDS in Manipur knows no boundaries of caste, class and 
ethnicity? 
Thoubal district which is on the National Highway 39 connects 
Guwahati with Moreh (Moreh is an International market place of India that 
directly opens to Myanmar). The district is primarily rural in nature. 
Agriculture is the main occupation of this district. This is the second highest 
HIV infected district contributing to 8.90%. This district was choosen 
primarily to understand how this district which is rural in nature having a 
high rate of infection? 
Churachandpur is mainly inhabited by tribal and is the hilly district. It 
has the third highest HIV positive contributing to 6.53 percent. It is thought 
to be pertinent to study and comprehend the pattern and causes of 
HIV/AIDS spread among tribal population in Manipur. It may also th^pw 
light in comprehending whether AIDS appeared amon^ tbfesBil^oups first 
and followed by others later or vice versa. %^S28] 
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1.6CHAPTERIZATI0N 
Chapter I introduces the problem of HIV/AIDS in Global, Indian and 
Manlpur Context. The root cause of drug addiction and HIV/AIDS In 
Manipur and other related factors which facilitated rapid spread of this 
epidemic have also been discussed. It discusses and introduces the 
existing social problems of the state like youth unrest, political instability, 
rural to urban migration, internal displacement due to ethnic clashes, 
territorial disputes, and insurgency problem and so on. The impact of such 
problem has been put forwarded in terms of rising challenges posed by 
these issues. A review of the existir\g literature was also included in this 
chapter for the sake of presentation of clear ideas and aims and objective 
of the study. It throws light on the general ideas, of causes and 
consequences of HIV/AIDS, on preventive measures and policies and 
programs. The framework of the study is captured in the scope of the study 
and neatly presented. 
Chapter II presents Research Design and Methodology of the study 
undertaken and also discusses techniques of data collection and their 
limitation for the present study. Since the study has also used qualitative 
research techniques like Case Studies, it has been thought apt to present 
them here. Some of the points and claims in highlighting the aims and 
objectives of the study were recapitulated from Chapter. This does not 
amount to repetition rather to clarify some of the ideas. 
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Chapter III provides the basic characteristics and background information 
of the respondents who could be contacted and accepted to give their 
valuable information during the fieldwork. It includes age, sex, marital 
status, residence, community, educational status, and other necessary 
details. This information will provide a background for understanding and 
assessing the situation of the HIV/AIDS infected people. 
Chapter IV discusses the nature and causes of HIV/AIDS spread in the 
light of empirical data collected from the three most HIV affected districts in 
Manipur. It includes the drug abuse behaviour of respondents, possible 
causes of infection and an analysis of data which is based on their 
confidential disclosure. 
Chapter Vexamines the direct and indirect consequences of the HIV/AIDS 
on the health, personal life and family, and social stigmas, discrimination 
and fear and anxieties faced by the respondents both from the family and 
the society. It also includes a discussion on the economic burden faced by 
them in the wake of HIV/AIDS. The latter part of this chapter focuses on an 
analysis of all outcomes. 
Chapter VI examines the existing policies and programs for controlling and 
preventing HIV/AIDS in the global, national and local context of Manipur. 
Chapter VII finally presents the summary and conclusion of the study along 
with few recommendations for the further research and action. 
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Chapter-ll 
Methodology and Research Design 
2.1 INTRODUCTION 
The present study deals with the issues of HIV/AIDS in the context of 
Manipur purely in sociological terms. It is neither a bio-medical study nor a 
survey undertaken to establish the magnitude of HIV/AIDS in Manipur. The 
magnitude of the problem has already been defined by various agencies, 
both national and international, in terms of Manipuri's contribution to the 
world of HIV/AIDS. The present study makes an attempt to explore and 
understand the spread and impact of HIV/AIDS in the context of drug user's 
behaviour and their sexual preferences. 
Wilkinson & Bhandarkar (1992) lucidly put forth the various ways in 
which a research design can be set up. Accordingly, they showed that, 
broadly speaking, a design contains specific and precise subject of study. 
These designs are being set up in such a way as to derive systematic and 
logically sound conclusions. That one of the basic and major aims of 
research design is to decide the ways the data is to be collected, the sample 
to be chosen and the manner in which the collected data is to be organized. 
These processes are carried out to give exactitude and clarity to the 
argument for the problem posed. This procedure saves time, energy, and 
space. 
Wilkinson & Bhandarkar (1992) reiterated that a research design 
could take different shapes and forms depending upon the aims and 
objectives of the study. Since every research problem differs from each other 
in terms of purposes, so does a research design. A research design may aim 
at exploring the specific aspect of the problem or describing it, while other 
may engage itself in diagnosing the study or in testing and experimenting a 
problem. 
According to Wilkinson & Bhandarkar (1992), "A descriptive study 
aims to portray accurately the characteristics of a particular situation or 
group or individuals" (with or without any specific initial hypothesis about the 
nature of the study). The present study aims at desaibing the characteristics 
of HIV/AIDS infected persons, particularly, IDUs basic characteristics and 
behaviour so it may be called a descriptive study. 
They wrote, "Descriptive studies often provided a jumping pad for the 
study of new areas in social sciences. It is worthy of mention that Freud's 
compilation of case histories of patients laid the foundation for clinical 
psychology. Freud remarked "the true beginning of scientific activity 
consists... describing phenomena and (only) then in proceeding to group, 
clarify and correlate them..." 
Most anthropological research may be characterized as descriptive in 
as much as the thrust is on portraying a rounded picture of a total culture or 
some aspect of it. A general description of the situation, rather than neariy 
narrowing down of the field, helps one grasp the essence of the problem. 
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Besides the descriptive research which are mainly based on the large 
samples and semi-structured questionnaires, a supplement to this is the 
case study method which tries to look into a problem in a more critical and 
minute examination. Popular use of case study as a method within social 
sciences begun during early years of Sociology, particularly during the 
formative years of American Sociology, where it received popular attention 
with the publication of Thomas and Znaniecki's "The Polish Peasant in 
Europe and America", which has used this method extensively. Since then 
the tradition continued by the work of Park, Burgess, and other Chicago-
trained Sociologists during the 1920s and 1930s. And v^ile the case study 
method has been continuously criticized for its weaknesses and limitations, it 
continues to be widely employed by sociologists and Social Scientists 
(Sjobergetal1968). 
Considering the interest and concerns that this issue raises for 
different stake holders, this study is limited to the following objectives in 
terms of asking questions for the research. 
2.2 OBJECTIVES OF THE STUDY 
1. To analyze social factors considered responsible for HIV/AIDS in 
Manipur. 
2. To study and understand the social stigma and discrimination faced 
by HIV/AIDS victims and their families. 
60 
3. To highlight the economic burden and constraints faced by HIV/AIDS 
victims, their families and society as a whole. 
4. Last, but not the least, to examine the existing policy and programme 
with regard to the control and prevention of HIV/AIDS in Manipur. 
2.3 SOURCES OF DATA 
To realize the above objectives, a set of data has been sought and explored 
using various techniques. The primary data consists of are first hand 
information of HIV/AIDS victims focusing on their individual background, their 
family background, IDUs, AIDS victim's behaviours pattern, their sexual 
behaviour, social environments, family and neighbours attitude towards 
them, and their approach of treatment and assessment from local leaders. 
However, this study also uses secondary data which includes text and non-
text sources, reports of Govt, and NGOs, newspapers, reports from the 
social workers and key informants of NGOs and Govt, officials. 
2.4 PROFILE OF MANIPUR 
2.4.1 GEOGRAPHY AND CLIMATIC CONDITIONS 
The present study of HIV/AIDS is conducted in Manipur. Manipur is a small 
state in the extreme north-eastern border of India. Geographically, it has 
area of 22,356 sq.km,. fonning 0.7 % percent of the total land surface of the 
Indian Union. It Is situated between the parallels 23° 83' N - 25° 68' N 
latitude and 93° 03' E - 94° 78' E longitude. (Fig 1.1) 
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Manipur has subtropical climate in the valley while in the higher 
mountain it has temperate climate. The five season are distinct in the state 
i.e. Summer (May - June), Rainy season (July -September), Autumn Season 
(October - November), Winter Season (December - February) and Spring 
(March - April). This classification may not be true for a particular year but 
serves for general reference. The maximum temperature 31*^ C to 39° C 
during summer and minimum temperature ranges from 0°C to 4° C during 
winter (DES, 1985). Annual rainfall is sometime as low as 975mm and 
sometimes as high as 2646-mm. Average relative humidity is vary from 36% 
to 100%. 
Manipur is bounded by Nagaland in the north, on the south-west by 
Mizoram and the Chin Hills of Myanmar (Burma) on the west by the Cachar 
district of Assam, on the east by the neighbouring country Myanmar 
(Burma). It has an international border of 352 km length with Myanmar in the 
eastern side. Topographically the State has two distinct features i.e. the 
Central Valley and the surrounding hills. Out of the total geographical area 
about 10 % of the state is valley and two third of the total population of 
Manipur is concentrated in the valley area (D.E.S. 1987). 
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MANIPUR: LOCATIONAL SETTING 
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2.4,2 THE PEOPLE AND ITS ORIGIN 
The people of Manipur are of Mongoloid group and considered to be the 
descendents of a Tartar colony, which probably emigrated from the north 
west border of China during the sanguinary conflicts for supremacy which 
took place between the several members of the Chinese and Tartar 
dynasties in the thirteenth and fourteenth centuries, at which time there was 
an extensive kingdom called Pong, occupying the country between the 
frontier of Yunnan and the hills separating the Kubbo Valley from Manipur, 
extending north apparently to the south (Dun 1992). Dun further wrote that in 
the record, the history of Manipur is traced from the 30''' years of the 
Christian era down to the year 1714, in which period they number a 
succession of 47 kings, the average length of whose reigns is thus made to 
amount to upwards of 35 years. Many historians and social anthropologists 
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had rejected the Hindu origin theory of Meitei. Pemberton (1835) considered 
them to be the descendants of a Tartar colony from N-W frontier of Chin. But 
Hodson (1908) claimed the Meiteis to be descendants of the surrounding hill 
tribes. He conceived that the traditions and the composite nature of the 
language of surrounding hill tribes would have a very apparent likeness to 
the Meiteis. Yaima Singh (1998) quoted in his Thesis from Alfred Lyall's 'In 
the Introduction to T.C. Hudson's The Meiteis "Manipur valley has been 
cradle of civilization and considered as an oasis of comparative civilization 
amidst the barbarians." 
Iboongohal Singh (1987) quoted from Johnstone's "My Experience in 
Manipur", pp.80. "In the days when the Indian branch of the Aryan race was 
still in its progressive and colonizing stage, this district (Manipur) was 
repeatedly passed over by one wave another of invaders, intent on 
penetrating into the remotest part of Burmah." 
The people of Manipur interacted with different groups of people in 
Asia over time and space. Manipur was known by various names to different 
countries and it's people in the past such as Poirei Meetei Leipak or 
Poileipak or Kangleipak by themselves, Kathes or Ponnas by the Burmeses 
(Myanmese), Hsiao-po-lo-mein by the Chinese, Cassay by the Shans 
(Tais), Moglai by the Cacharis and Bengalese and Mekele by the Assamese 
(Kabul, 1988). The original Mongolian consisting Shans, and Burmese and 
Chinese etc. who settled in the valley either as war captives or as peaceful 
immigrants were also absorbed among the aboriginal people of Manipur. At 
different periods, people of Austro- Mangoloids, Tibeto-Burmans and the 
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Siamese-Chinese origin migrated and settled at this land and formed the 
present day Manlpuri population. (Goshwami, 2004). The language belongs 
to Tibeto-Burman language group. However, the acculturation of people from 
the rest of India was late. 
In Manipur there are four primary aboriginal ethnic groups i.e. Meiteis 
of the valley and Nagas and Kukis, Mizos of the surrounding hills. Mc 
Cullock (1859) and Brown (1874) subscribed to the theory of the Naga-Kuki 
origin of the Meiteis.Hodson (1908) was also fully convinced of the ultimate 
homogeneity of the Meiteis with the Nagas and Kukis of the hills. This ethnic 
homogeneity facilitates the absorption of many tribes into the Meitei social 
group. It is not unlikely that at different period of invasion, the tribes have 
merged themselves with the dominant Meitei community of the Valley (Roy, 
1958). It seems that there were assimilation or acculturation of various tribal 
groups to the larger Meitei ethnic group since the pre-historic time. The 
Meiteis are the largest ethnic group in Manipur. The present Meiteis are 
again classified as:- one who maintain traditional religion Sanamahism and 
another who acculturate with Hindu religion in 18'*' century A.D. There are 
seven clans (Salais) in Meitei ethnic group and each clan is further 
subdivided into a number of lineages i.e. Sageis or Yumnaks, which consist 
of a number of families. There is one view that Pakhangba, the first king of 
Kangleipak (the early name of Manipur) in 33 A.D, introduced the clan 
system, in which one dan was given to each of his seven sons (Singh 1977J. 
Pakhangba was a clan king of the Ningthouja. He is characterized in 
three different ways;-
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i. as a man, unifies of the Meiteis. 
ii. as a deity, brother of Sanamahi and son of Atiya Guru Sidaba. 
iii. as a snake (Jibonmala 1991J 
He was "god by day but man by night". (Parratt, 1980). Jibonmala further 
writes in her dissertation, pp.25, that probably after the establishment of 
seven clans, Ningthouja that belonged to Pakhangba became the ruling 
groups of the Meitei primitive feudal society. 
It was probably that the clan system was introduced during the reign 
of Pakhangba or after his reign. The seven clans are not only social unit but 
also political unit, which formed the Meitei confederacy. (Hodson,1908) In 
the earlier days, the clans or Salais was both a political unit and kin group of 
the Meiteis, which was constituted by merging or amalgamating different 
ethnic and tribal groups under one kin group's name. (Kabul, 1991). 
The Pangals (Manipuri Muslims) are the immigrants in the 17'^  
Century A.D. (Hodson1908). Mayang (non-Manipuri) from other parts of 
India and the foreigners (illegal immigrants) from Myanmar, Bangladesh, and 
Nepal, who have migrated to the state are also included in the present day 
population of Manipur. Meitei languages was adopted as their mother tongue 
and they became an integral socio-religious component of Manipuri 
population 
According to 2001 census, the population of the state was 2,388,634 
persons with a sex ratio of 978 females. The literacy rate of as per 2001 
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census for-total, males and females were 68.87, 77.87, and 59.70.percent 
respectively. (Census of India 2001) 
2.4.3 RELIGION, CULTURE AND SOCIAL MORES 
The Meiteis and Hill tribes of Manipur have their own distinct cultures and 
traditions, but interwoven to become one unique culture of Manipur. They 
are quite different from others in terms of religion, languages literature, 
martial arts, traditional dance, classical dance, social setup, political 
organization, and other fine arts etc. They have their own belief, myths and 
legends, God and Goddesses, rituals and festivals. It was more of less 
similar to animism of the tribals. They maintained chronicles and numerous 
records about their genealogy, society, religion, astrology, charms and 
mantras, lexicography, medicine, earth sciences, etc. from the time 
immemorable. The Chinese record of the second century B.C. by Chang-
Kein (Acharya, 1988) has thrown limelights on Manipur's cultural link with 
China from the time immemorable. Hinduism is comparatively a recent 
origin. Hodson, (1908) writes "the Meiteis axe hinduised in the 18"^  century 
A.D. To the royal will of Pamheiba, the monarch, Hinduism owes its present 
position as a religion of the State. At first the decrees of the king 
the opposition to the change centred mainly round the numerous member of 
the royal family who were supported, not un-naturally by the maibas, the 
priest of the older religion. Religious dissent was treated with the same 
ruthless severity as was meted out to political opponents and wholesale 
banishments and execution drove the people into acceptance of the tenets 
of Hinduism." 
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During that time, a cultural onslaught occurred when all the archaic 
Meitei scriptures were destroyed by king and Bengali scripts were 
introduced. However there is an acculturation between the new Hinduism 
and Sanamahism (old religion) of the Meiteis .Since then, the Manipuri 
culture also, has became mixture of Hinduism and old Meitei culture. 
Thus, the beliefs, culture, social norms and values of the Meiteis are 
largely governed by socio- cultural and religious dictums which acquired 
from time to time. Whereas the hill Tribes were introduced to Christianity 
following the British Missionaries in 1894. 
It seems that Christianity is more attracted to the tribal people than 
the old religion Animism. It seems that, the Pangals ^anipur Muslim) 
brought their own religion when they migrated from neighbouring state 
Bengal and Assam in 17**' century. Meitei language has become the mother 
tongue and the official language of the State. 
Caste stratification was not a feature of Manipuri society. The 
existence of seven dans (Salais) was exogamous and not endogamous as 
in the Hindu caste system. The social life of the people is largely governed 
by all tradition and custom rather than the legal norms. The Meitei word 
Tauheide meaning Taboo is a powerful vocabulary and used to maintain 
discipline and respect in society. But in the present day youths who are with 
the deviant behaviours neglect these values in search of their personal 
enjoyment and curiosity of the new things. Substance use as a part of 
68 
religious rites, cxilture and festival is found since ancient times and still 
accepted in the present day. 
There is a patriarchal form of society since early days in Manipur. 
Monogamy is preferred but Polygamy still exists. Polyandry is hardly known 
to Meitei society. 
Women in the Valley and Hills in the Manipur, enjoy possible liberty 
as compared to any part of the states. They play an important role in most of 
their working like, buying and selling, weaving and spinning at home along 
their household work. "Satf and "Pardah" systems were unknown. Child 
marhage is totally absent. Widow remarriage is socially permitted and is 
called Keinakatpa which is different from the popular ways of marriage. 
Women are very hardworking and present in almost all field. Dowry systems 
are not essential in the marriages. 
2.4.4 RITES RELATED TO DEATH 
It is well-known that upto advent of Hinduism the dead were 
buried.(Hodson1908).ln present day Meitei society the dead body is burned 
in a cremation ground. Shradha (ritual ceremony) is performed generally 
after thirteen days amongst the Hinduised Meitei and after eleven days 
amongst the Meiteis' who follow Sanamahism. The Hill people and the 
Muslims buried the dead body. 
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2.5 STUDY POPULATION 
Purposive sampling technique was used to select the sample. The sample 
was chosen purposively because they have certain typical characteristics 
that are not common. This technique was used because of the fact that it 
yields satisfactory results for the purpose desired. Wilkinson and Bhandarkar 
(1992) wrote, "The basic assumption behind purposive sampling is that with 
the exercise of good judgment and appropriate strategy one can handpick 
the 'right' cases to be included in the sample and thus develop samples that 
are satisfactory in relation to one's research needs. A common strategy of 
purposive sampling is to pick cases that are judged to be typical of the 
population In which one is interested". A genuine effort had been made so 
that certain characteristics like age, sex, community, marital status, 
socioeconomic status, drug abuse behaviour etc. of the respondents are 
represented authentically without any bias. 
Because of the social stigma and discrimination that is associated 
with HIV/AIDS it was difficult to identify and approach directly to the 
HIV/AIDS infected persons. So, we approached to HIV/AIDS infected 
persons through the record of State AIDS Control Society, persons who 
have been identified as HIV/AIDS victim by officials/NGOs and those 
currently in the hospital for treatment. This selection procedure adopted 
purposively as it was more economical in research effort. 
The study was carried out in the three districts of Manlpur namely— 
Imphal District (East & West), Thoubal District and Churachandpur District. A 
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total of 153 cases including HIV/AIDS infected women were taken-44 cases 
from Thoubal District, 33 cases from Churachandpur District, 76 cases from 
Imphal East/West District, which also included 2 cases out of the study 
district but found in hospice centre in Leprosy Patients Welfare Society 
(LEWS), Imphal East District. 
2.6 METHODS OF SURVEY AND TECHNIQUES OF DATA COLLECTION 
This study uses personal observation methods and records the behaviour of 
HIV/AIDS infected persons. Such a technique of data collection has indeed 
helped us to observe their behaviour directly and in understanding their 
feelings of hopelessness and repentance. It was followed by interview 
schedule. Interview schedule provided a greater opportunity in eliciting 
information about the HIV/AIDS infected persons, their experience and 
behaviour - both for the present and past. It enabled us to observe both the 
HIV/AIDS infected persons and the total situation to which they are 
responding and how they are responding. 
The required data set were collected with the help of the semi-
structured questionnaire to extract information regarding drug injecting 
behaviour, the mode of transmission, the sexual behaviour of HIV/AIDS 
infected persons, the cost treatment, the sexual environment of injected 
persons, the stigma and discrimination faced by HIV/AIDS persons, the 
measures to prevent and control HIV/AIDS from infected person's 
experience and message to non-infected members and society were include. 
These questionnaires were prepared specifically keeping in mind the 
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objective of the study. Pilot survey was done and administered interview 
schedule to thirty HIV/AIDS infected persons as a pre-tested in May 2002 in 
two districts of the study area ( Imphal and Thoubal district) - and changes 
were made on the basis of pre-testing result of pilot survey before finalising 
the questionnaire. The questionnaire includes 3 main sections; one was 
mainly for the information of the HIV/AIDS infected persons, section two 
was specifically for the information of the family members of the HIV/AIDS 
patients and section three was the assessment from the local leaders or 
neighbours who knew HIV/AIDS infected ' persons. 
In section first those component are included, which are related to the 
demographic characteristic, economic burden, social factors for HIV/AIDS 
stigma and discrimination, measures to prevent and control of HIV/AIDS 
from their experience, information of married HIV/AIDS infected patients, the 
sexual behaviour drug taking behaviour. 
Section second deals with the components related to assessment of 
the family head regarding HIV/AIDS their eariy behaviour pattern demands 
or complaints feeling of HIV/AIDS infected persons, the expenditure of their 
treatments, attitudes of neighbours or friends because of HIV/AIDS infected 
persons in the family and the knowledge of preventing and controlling 
HIV/AIDS. 
In section third the components are assessment of the local leaders 
or neighbours which include possible causes of HIV/AIDS of the persons 
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whom he knew, impact of HIV/AIDS on society, and the present of scenario 
and measures to control and prevent HIV/AIDS in Manipur. 
In addition to these data sets, unstructured interviews of few key 
informants for collecting crucial information about the HIV/AIDS infected 
persons were also attempted. It was primarily done by recording 
unstructured responses which provided significant insights in the study. 
These interviews included: 
1. Dr. Ibohanbi, the Deputy Director of Manipur State AIDS 
Control Society (MACS), 
2. Mr. Birendrajit Lamabam, General Secy, of SASO, 
3. Mr. Preetam, Programmemed Coordinator of Social 
Awareness Service Organization (SASO), 
4. Mr. Montu General Secy, of Wide Angle, 
5. Mr. Deepak General Secy, of Manipur Network of Positive 
People (MNP+) 
6. Dr. Jayanta Kumar, Chief Functionary of Institute for Social 
Disease (ISD), Mr. Nandakishore, Programmemed 
Associates of Manipur Voluntary Health Association 
(MVHA), 
7. Dr. Promod Joint, Secy, of Leprosy Patients Welfare Society 
(LEWS), 
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8. Dr. Dhanabir Laishram Advisor MACS and Advisor All 
Manipur United Club Organizations (AMUCO), 
9. Mr. Nabakishore Singh General Secy. Centre for Social 
Development (CSD), 
10. Mr. L. Miranjam Singh, Project Manager (Drug and 
HIV/AIDS) CSD, 
11. Mr. O.J. Meitei, State Field Officer and Consultants United 
NGO Mission Manipur, Church's Auxiliary for Social 
Action(CASA), Imphal, 
12. Mr. Th. Binod Singh, Programmemed Administrator, Rural 
Service Agency,(RUSA) Imphal, 
13. A. C. Ngathiobi, Counselor Women's Health Clinic 
Khoyathong, Imphal, 
14. Miss. Ching Songput, State Cooordinator, Project Orchid 
(Organized Response for Comprehensive HIV Intervention 
in the District of Manipur and Nagaland) under Bill Gates 
Foundation, 
15. Dr. Leban Serto, General Secy. Peace Mission, Manipur. 
These interviews helped a lot in collecting qualitative information regarding 
the social causes and its influencing factors of HIV/AIDS, nature of its 
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spreading in the state, its consequences, preventive measures and steps of 
controlling HIV/AIDS with special reference to Manipur. 
2.7 DATA COLLECTION PERIOD 
The actual field work was done during the period of May to July 2003, the 
researcher himself interviewed all the AIDS patients who were admitted in 
hospice centres and few HIV+ person whom the researcher could contact 
through staffs of NGO's also took help from the field workers of different 
NGO's-2 from Wide Angle (1 male and I female), 4 from Manipur Network of 
positive people (MNP+){3 HIV+ female and 1 HIV+ male), 3 from Ufe Line 
Foundation (2 female, 1 male); 1 counsellor from Jawaharlal Nehru Hospital, 
Govt, of Manipur, 1 counsellor from MACS (Manipur State AIDS Control 
Society) Govt, of Manipur, in order to fill up the questionnaire of HIV/AIDS 
infected persons and the questionnaire of the family members of HIV/AIDS 
patients which were least possible to meet by the researcher. But some of 
the family of HIV/AIDS persons were interviewed by researcher. They were 
in the localities of researcher and 2 were even relatives of the researcher. 
The total questionnaire of section three were administered and collected by 
the researcher himself. 
The average duration of the one interview of section 1 questionnaire 
lasted for 45 minutes to 50 minutes. Most of the respondents were very 
cooperative after explaining the purpose of the information and survey. Most 
of them requested for privacy in a separate room to enable free and easy 
interview. 
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Following is the presentation of the background characteristics of the 
respondents and their families: 
2.8 BACKGROUND INFORMATION OF HIV/AIDS PERSONS 
The Demographic and socio-economic variables were taken into account. 
The age category of the target populations were also taken into account at 
the time of interview or administering questionnaire. Sex of the person was 
also considered for the categorization of age-sex proportion. 
The factors such as marital status, community, education, occupation, 
current work status, income and drug taking behaviour were also considered 
in order to identify whether HIV/AIDS rate of infection was higher or not. This 
same categorization was applied to the education, occupation and income 
variables. The current work status was also considered in order to classify 
whether the person was working at present or not, or was just a student. If 
not working at present for how long he was unable to work. The route of 
transmission was also taken into taken consideration. 
2.9 FAMILY BACKGROUND 
The variables included in the family background of HIV/AIDS persQis were 
the type of families, i.e. nuclear, joint, single parenting, living an'Sngement 
i.e. whether he is staying alone in a different place or in-Jawi or with 
relatives. Because it is helpful to understand that those persons wl-o are not 
living with their biological parents, or staying in the rented or separate house 
or hostel are more likely to initiate deviant behaviours such as illicit drug use 
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i nQ6ffief*s education; j or illegal sexual activities. Father's educational statui 
status, father's occupation and mother's occupatioia,^ ^he^-hous^o ld^ 
economic conditions after the fall sick of HIV/AIDS person were afso taken 
into account. Above all, parental regulation, attention and care do play an 
important role in the occurrence/prevention of HIV/AIDS. 
2.10 FAMILY AND NEIGHBOUR'S ATTITUDE TOWARDS PLWHA 
Earlier parents had the misconception that if their sons were put to jail, they 
would be cured. The HIV/AIDS infected persons are not only affected by the 
disease by also suffer mental depression and frustration and emotionally 
weak. They not only suffer social stigmatization and discrimination by the 
family members and relatives but also the neighbours and society. They are 
beaten or being tonsured their head and shot on lags by the local youths, 
pressure groups and insurgents. Even the children of HIV/AIDS parents are 
ridiculed, kept in isolation and denied medical attention even in hospital the 
hospitals; widows of AIDS persons were not accepted by both in-laws and 
parents. So, the infected person is unable to share his problem or medical 
check-up and kept hiding the disease which lead to untimely death because 
of delayed treatment, HIV/AIDS persons in all aspect are discriminated by 
the family and society even for their basic rights. So in order to collect the 
information in this regard the following variables- attitudes of family 
members, attitudes of neighbours, attitudes among HIV/AIDS patients, and 
attitudes of in-laws against women or widows were includes. 
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For this study not only quantitative data but also qualitative data was 
collected for thorough understanding of problem of HIV/AIDS in the state. It 
includes few important case histories of HIV/AIDS infected persons, which 
shows the seriousness of the problem. 
2.11 FIELD WORK EXPERIENCE AND LIMITATION 
The study of HIV/AIDS is not without difficulties. Given the nature of 
sensitivity and social stigma attached with the subject of study, it is no 
wonder to say that respondent chose to avoid and open up that their sons or 
daughters or brothers or daughter-in-laws are HIV/AIDS victim. Not only the 
social stigmas and discrimination earlier there was threat from the local 
youths or club organization or insurgent groups. All these have made the 
task of doing research challenging. However, researchers has attempted 
and used the best possible skills and techniques of information eliciting. 
Therefore, it goes without saying that this study is not without obvious 
limitations. 
The researcher conducted pilot survey in May 2001 for the study and 
researcher tried to visit HIV infected individuals house but found it very 
difficult to meet the HIV infected person. The researcher conducted frequent 
field visit during 2001-2003; however, the final and meaningful data 
collection took place during May and July 2003 intensively. The respondents 
have been identified as HIV/AIDS with the help of Govt, officials, and NGO's. 
In the beginning, the researcher approached directly to NGO's officials and 
requested to meet HIV+/AIDS infected persons but most of the NGO's did 
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not co-operate. Finally, researclier consulted and requested Dr. Ibohanbi, 
Deputy Director Manipur State AIDS Control Society, (MACS) explaining the 
research purpose and ethics, which made Dr. Ibohanbi wrote letters to the 
NGO's run by hospice centre and funded by MACS under NACO (National 
AIDS control organization Govt, of India). This paved the easier access to 
AIDS persons. In the beginning, the persons were not willing to cooperate 
but when the researcher explains them the need and the nature of the 
survey, they accepted to take interviews and filling up of the questionnaires. 
A counsellor of MACS who passed out from the Sociology Dept. of A.M.U. 
and senior batch of the researcher also helped in identifying PLWHA for 
whom he had done counselling. And the other friends of researcher (from 
college days) who took the same subject (Sociology) and worked as 
counsellor and field worker in different NGO's in this HIV/AIDS field also 
helped in meeting HIV/AIDS patients at their organizations. These friends 
also helped in contacting HIV+ persons whom they knew and allowed to 
interview and to take case history of these HIV+ persons. One advantage of 
this approach was that the HIV+ and IDUs formed their own group so, the 
researcher could contact and got appointment for interview, filled up the 
questionnaires with their help. 
During the fieldwork, the most obvious difficult question confronted by 
the respondents was the benefits and privileges they would get from the 
survey. The respondents said that many surveys had been conducted by the 
Government officials in the past making promises of helping them and giving 
free medicine to them but not even a single promise was honoured. Some 
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respondents said that instead of doing surveys and identifying risk people, it 
is better to do some help regarding medicine and care. They rather advised 
us that in the present scenario of Manipur there is no need for awareness 
programmeme or campaign because most of the people are aware of 
HIV/AIDS, but there are few programmemes for care and rehabilitation. 
Some respondents said that many organizations were doing surveys and 
took information from them and using these data the organization got grants 
from the government and foreign funding but they did not get any benefits. 
They were very annoyed of such surveys. The researcher convinced them of 
his purpose as a student and that they will only help us write a Ph.D degree. 
The identity card of the researcher and the letter from the Department asking 
for cooperation and help were also shown to clarify doubts. The frankness, 
sincerity and respect for them helped in winning their confidence ultimately. 
As few HIV infected women and HIV/AIDS infected widows could not 
be contacted directly for the data collection, the researcher took help of 
female field workers from different NGO's in order to make up for the 
limitations. Most of the sensitive questions which researcher could not ask 
directly to them were asked with the help of female counsellors of NGO's. 
The researcher also faced time limitations whereby he had to cover 
three major districts, which have the highest HIV/AIDS infection rates. One 
of three districts is tribal populated area where respondents have different 
dialect though they know Manipur language as well. In this case, the 
researcher took help of a lady doctor and 2 nurses who were from the same 
community and worked for the hospice centre. They helped in translation 
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whenever there was confusion and questions difficult to understand. Despite 
all these limitations of language and dialect, meeting or taking interview of 
HIV/AIDS infected widows, and time limitation, their reluctance to talk openly 
for longer times; the researcher could cover 153 cases of HIV/AIDS infected 
persons for questionnaire during the field survey. Not only this, researcher 
also collected 50 questionnaires of the head of the family members of 
PLWHA with the help of field workers. The researcher also collected another 
48 questionnaires of local leaders whom knew HIV/AIDS infected persons by 
himself. 
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Chapter- III 
Background Information of the HIV/AIDS 
Infected Persons 
3.1 INTRODUCTION 
This chapter is intended to provide basic characteristics of the respondents 
in terms of their age, sex, marital status, residence, community, educational 
status, and other necessary details. Such background as necessary 
information for understanding and assessing the situation in which the 
HIV/AIDS infected person are placed. 
3.2 HOUSEHOLD INFORMATION 
Household information includes person's residence, community, types of 
family, parents' educational status as well as occupation. 
3.2.1 Residence 
The basic background information of HIV/AIDS persons is presented in 
Table 3.1. More than sixty-one per cent (61.4%) of the respondents resided 
in urban areas and this is in line with the popular understanding given the 
fact that there is an emerging trend of immigration of people of all kind 
leading to their ghettoisation. Due to this pattern, there seems to be an 
unprecedented rise in the number of HIV/AIDS persons in rural areas 
(38.6%). 
3.2.2 Community 
The spread of HIV/AIDS could also be seen across different communities. 
A large proportion of infected people were found among the Meiteis 
(64.1%) whereas Chingmee (tribal community) constituted 25.5% and 
nearly ten per cent (9.2%) were found among Pangal (Muslims). 
3.2.3 Type of Family 
Almost sixty per cent (59.5%) of the respondents in the study hailed from 
joint family and nearly nine per cent (8.5%) were from single parenting 
family. 
3.2.4 Parents' Educational Status 
Nearly fifty-eight per cent (57.5%) of mother were illiterate as compared to 
the fathers whose numbers are fairly low (15%). As to mother's educational 
status, highest level of schooling has been high school (14.4%) compared 
to 26.1% of fathers whose frequency is more at primary schooling. About 
one-fourth (24.2%) of respondent's fathers fell in the category of graduate 
and above. 
3.2.5 Parents' Occupation 
As to occupation-wise distribution, there were 45.1% of fathers in govt, jobs 
as opposed to 11.1% of mothers' who were in govt. jobs. Nearly thirty one 
per cent (30.7%) of mothers engaged in skilled labour and 28.1% as 
shopkeeper. This is the highest and second highest occupation wise 
distribution among the respondents' mothers. A little more than eighteen 
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per cent (18.3%) of fathers were found to be engaged as shopkeeper while 
10.5% as agricultural labourer. 
Table 3.1 Percent Distribution of HIV/AIDS Infected Person by Household 
Characteristic 
Frequency Percent Valid Percent 
Cumulative 
Percent 
Residence 
Rural 
Urban 
59 
94 
38.6 
61.4 
38.6 
61.4 
38.6 
100.0 
Community 
Meitei 
Muslim 
Chingmee 
Mayang 
98 
14 
39 
2 
64.1 
9.2 
25.5 
1.3 
64.1 
9.2 
25.5 
1.3 
64.1 
73.2 
98.7 
100.0 
Type of family 
Joint 
Nuclear 
Single parenting 
91 
49 
13 
59.5 
32.0 
8.5 
59.5 
32.0 
8.5 
59.5 
91.5 
100.0 
Father's education 
Illiterate 
Primary 
Middle school 
Highschool+2 
Graduate& above 
Technical 
23 
40 
19 
25 
37 
9 
15.0 
26.1 
12.4 
16.3 
24.2 
5.9 
15.0 
26.1 
12.4 
16.3 
24.2 
5.9 
15.0 
41.2 
53.6 
69.9 
94.1 
100.0 
Mother's education 
Illiterate 
Primary 
Middle school 
High School/10+2 
Graduate & above 
Technical 
88 
9 
16 
22 
15 
3 
57.5 
5.9 
10.5 
14.4 
9.8 
2.0 
57.5 
5.9 
10.5 
14.4 
9.8 
2.0 
57.5 
63.4 
73.9 
88.2 
98.0 
100.0 
Father's occupation 
Govt, job 
Cultivator 
Skilled labour 
Shopkeeper 
Agricultural labour 
69 
17 
23 
28 
16 
45.1 
11.1 
15.0 
18.3 
10.5 
45.1 
11.1 
15.0 
18.3 
10.5 
45.1 
56.2 
71.2 
89.5 
100.0 
Mother's occupation 
Govt, job 
Cultivator 
Skilled latxiur 
Shopkeeper 
Agricultural labour 
N 
17 
33 
47 
43 
13 
153 
11.1 
21.6 
30.7 
28.1 
8.5 
11.1 
21.6 
30.7 
28.1 
8.5 
11.1 
32.7 
63.4 
91.5 
100.0 
N=Number of cases the classification is drawn. 
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3.3 RESPONDENT'S PROFILE 
It explains persons' personal information, history of infection, route of 
infection, treatment for HIV/AIDS and other opportunistic infections, 
discrimination, attitudes of family members and neighbours before and after 
HIV/AIDS infection. 
3.3.1 Age-Sex Distribution 
No age groups immune from the HiV/AIDS infection. But in the survey the 
highest proportion was found in the age group 30-34 with 31.4% and age 
group 35 and above was the second highest group. In the study, it was 
found that nearly thirty seven per cent (36.6%) of females are infected with 
HIV/AIDS. 
3.3.2 Educational Attainments 
In the sample population a good number of respondents (37.9%) had 
attained graduate and above degrees. Yet one-eight (13.1%) of the 
respondents were illiterate and only one-ninth (11.1%) had completed 
middle school. Educational attainment of the study population shows that 
HIV/AIDS is infected regardless of the educational level of the respondents 
but more is seen in the study sample to those who attained higher level of 
education. 
3.3.3 Marital Statuses 
In the study sample population 45.1% are currently married and one in 
three is still single. However, among the sample population 5.2% were 
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divorced or separated due to the HIV+ status of their spouse. In the sample 
population no widower was presented. It is due to the fact that most of the 
widows were infected from their deceased husband. But there may be 
another possible reason that after the death of husband widows may come 
out from home for earning their livelihood. When some of them did not find 
any means of earning there was higher chance of entering in the line of 
commercial sex work as a casual earner or regular earner as they are 
compelled to the trade in order to help and maintain their family. 
Table 3.2 Percent Distribution of HIV/AIDS Infected Person by Age, Sex and 
Educational Status 
Ages 
<25 
25-29 
30-34 
35+ 
Frequency 
15 
44 
48 
46 
Percent 
9.8 
28.8 
31.4 
30.1 
Valid Percent 
9.8 
28.8 
31.4 
30.1 
Cumulative 
Percent 
9.8 
38.6 
69.9 
100.0 
Sex 
Male 
Female 
97 
56 
63.4 
36.6 
63.4 
36.6 
63.4 
100.0 
Educational status of person 
Illiterate 
Primary 
Middle school 
Highschool/+2 
Gradate& above 
N 
20 
10 
17 
48 
58 
153 
13.1 
6.5 
11.1 
31.4 
37.9 
13.1 
6.5 
11.1 
31.4 
37.9 
13.1 
19.6 
30.7 
62.1 
100.0 
N=Number of cases the classification is drawn. 
3.3.4 Spouses Educational Attainment 
In the survey, spouse's educational status of married respondents was 
collected and summarized in table 3.3. Out of 104 married respondents 
93.3% were literate while 6.7% were Illiterate. Among the literate 37.5% 
attained high school and above as compared to nearly 33% who attained 
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graduate and above level. Only 8.7% attained primary level education. This 
shows that most of the spouses who got higher education are also infected. 
It may be due to the fact that they came to know the HIV* status of their 
spouses only after marriage or may be they were not aware of the dreaded 
consequences of injecting drugs or unsafe sex before one decade in the 
state. 
3.3.5 Current Works Status 
The current work status of sample population shows that almost half were 
working at the time of survey and about 10% of the respondents were 
students. This could be due to sampling. 
Table 3.3 Percent Distribution of HIV/AIDS Infected Person by Spouses' 
Education, Current Work Status. 
Marital status 
Married 
Unmarried 
Widow 
Divorcee 
Spouse's education 
Illiterate 
Primary 
Middle school 
Highschool&+12 
Gradate& above 
N 
Frequency 
69 
49 
27 
8 
7 
9 
15 
39 
34 
104 
Percent 
45.1 
32.0 
17.6 
5.2 
4.6 
5.9 
9.8 
25.5 
22.2 
Valid Percent 
45.1 
32.0 
17.6 
5.2 
6.7 
8.7 
14.4 
37.5 
32.7 
Cumulative 
Percent 
45.1 
77.1 
94.8 
100.0 
6.7 
15.4 
29.8 
67.3 
100.0 
Current work status 
Working 
Not working 
Student 
N 
75 
64 
14 
153 
49.0 
41.8 
9.2 
49.0 
41.8 
9.2 
49.0 
90.8 
100.0 
N= Number of cases the classification is drawn 
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3.3.6 Children 
Out of 104 married respondents, 84.6% have children and 15.4% did not 
have any child. This meant that a large number of children infected from 
their HIV/AIDS infected parents. According to the sero surveillance report 
the percentage of HIV* through 'perinatal transmission' was 2.2% and the 
number of HIV* cases up to the age group 0-10 years was 613 out of the 
total number 13,852 HIV* case (Epidemiological Analysis of HIV/AIDS in 
Manipur, MACS Oct. 2004). When researcher asked those married 
respondents about the reason for not having children, they responded that 
they were already struggling for their life and they did not want to see their 
children in the same situation struggling for life. 
3.3.7 Drug Abuse Behaviour and Drug Abuse Friend Circle 
In the context of Manipur, many of the HIV/AIDS infected persons were 
drug abusers as well as injecting drug users (IDUs). IDUs were vulnerable 
to HIV/AIDS infection due to sharing of contaminated needles and syringes. 
IDUs not only spread HIV infection among themselves but also to their 
sexual partners and off springs. In the present study sample, it was found 
that 61.4% were drug abusers and 57% of HIV/AIDS infected person had 
drug abuse friend circle. In the state large number of male HIV infected 
persons were IDUs. 
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Table 3.4: Distnbution of Drug Behaviour and Having Abused Friends 
Frequency Percent Valid Percent 
Cumulative 
Percent 
Drug behaviour 
Drug abuse 
No drugs 
N 
94 
59 
153 
61.4 
38.6 
61.4 
38.6 
61.4 
100.0 
Drug abuse friend circle 
Yes 
No 
N 
87 
66 
153 
56.9 
43.1 
56.9 
43.1 
56.9 
100.0 
N=Number of cases the classification is drawn. 
3.3.8 Route of Infection 
The spread of HIV/AIDS infection is closely related to behaviour of the 
person, so the probable route of infection was also taken into account. The 
MACS reported in its Epidemiological analysis of HIV/AIDS in Manipur 
(2004), 52.7% of HIV positive cases in the state were due to IDUs. But in 
the present study sample of 153 HIV/AIDS infected person, 50.3% were 
found infected through contaminated needles and syringes, 31.4 per cent 
are infected from their HIV* spouse, 11.8% were infected from infected 
blood transfusion (18 in number) and 6.5% were infected from unsafe 
sexual practice (10 in number). In the study sample, the infected rate 
through blood transfusion was high and the infected percentage due to 
unsafe sexual practice was low. 
Table 3.S: Distribution of Route of Infection Among HIV/AIDS Persons 
Through unsterllized syringe 
Through mv+ spouse 
Infected blood transfusion 
Unsafe sexual practice 
N 
Frequency 
77 
45 
18 
13 
153 
Percent 
50.3 
29.4 
11.8 
8.5 
Valid 
Percent 
50.3 
29.4 
11.8 
8.5 
Cumulative 
Percent 
50.3 
79.7 
91.5 
100.0 
N=Number of cases the classification is drawn. 
89 
3.3.9 Duration since Detection of HIV/AIDS 
Majority of the person (40%) had reported that they knew about their HIV 
positive status one year before the survey but one-third of them knew their 
infection within last six months (33.3%) prior to the field work and 26.7% of 
persons knew their HIV status before six month but within one year prior to 
the survey. 
3.3.10 Treatment and place of Treatment 
In the study sample population of 153 HIV/AIDS infected persons 69.3% of 
persons sought treatment. Among those persons who had not sought 
treatment the reason for not seeking treatment was due to their 
asymptomatic state (they felt healthy and no visible or noticeable changes 
in their body or in its functions) at the time of survey. But few of them 
responded that they did not have money. It was found that 40.5% of the 
persons sought treatment in Govt, hospital and about one-third of the 
persons sought treatment in private clinic though the Govt, hospital 
rendered health service to a large proportion of person. 8.4% of the 
persons got treatment in hospice centre. This showed that more number of 
persons got treatment in Govt, hospital than private clinic. 
3.3.12 HIV/AIDS Member in the Family 
It was found out that 40.5% of person had HIV/AIDS member in their 
family. Note that about 30% got infected from the spouse. It was reported 
that majority of them (46%, 29 in number) were husband. 
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3.3.13 Financial Supports 
The financial support of the family as well as treatment was also taken into 
account at the time of survey from the sample population. It was found that 
more than half of the HIV/AIDS infected persons (50.3%) had supported 
financially by their own family members. About 42 per cent of the persons 
were supported by themselves whereas 5.2% of persons were supported 
by their friends and relatives. This showed the economic drain of the family 
for the care and treatment of HIV/AIDS infected person that resulted in a 
big financial loss to other family members. 
3.4. HIV TEST FOR POSITVE WOMEN AND REASON FOR TEST 
At the time survey, it was reported that more than 96.4% of the infected 
women was tested for HIV status (55 in numbers) and nearly forty per cent 
(39.2%) of them reported the reason for test as a routine antenatal care. It 
was found that more than fifty five per cent (55.3%) of them tested HIV due 
to the positive status of their husband and 5.3% of positive women tested 
for other reason. 
3.4.1 Knowledge of Mother to Child Transmission and Pregnant till Child Birth 
The HIV/AIDS awareness level is very high among the women in Manipur. 
In the survey it was found that more than ninety-eight per cent (98.2%) of 
HIV positive women had the knowledge of HIV transmission from infected 
mother to its unborn or new bom babies. But nearly forty-five per cent 
(44.6%) of infected women respondents continued their pregnancy till child 
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birth and 55.3% of the infected women discontinued their pregnancy. 
3.4.2 Marital Conflicts due to HIV Positive Status and Neglect for being HIV+ Women 
At the time of survey nearly fifty-two per cent (51.7%) of HIV positive 
women reported that they had marital conflict in the family due to their 
positive status. It was reported that more than sixty-four percent (36 in 
number) of them ignored for being HIV status. More than twenty-two per-
cent (22.2%) of women reported that they were ignored or neglected by the 
family members, 61.1% of them by the neighbours, 8.3% both by the 
people at work place and staffs of private clinic and hospital. 
3:5 DISCRIMINATION FACED BY THE HIV/AIDS INFECTED PERSONS 
The discrimination faced by the HIV/AIDS infected persons was furnished 
in table 3.6. It was found that 27.5% of HIV/AIDS infected persons faced 
discrimination from their own family members like in-laws or siblings. 
Majority of HIV/AIDS infected persons (37.2%) reported that they faced 
discrimination at the work place and educational institutions while 17% of 
them from their friends and peer groups. 
Table 3.6 Distribution of Discrimination of HIV/AIDS Persons 
Family 
Work place and 
educational institution 
Friends & peer groups 
No discrimination 
N 
Frequency 
42 
57 
26 
28 
153 
Percent 
27.5 
37.2 
17.0 
18.3 
N=Number of cases the classification is drawn. 
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3.5.1 Family's Attitude Before and After HIV-i- Status 
Table 3.7 shows the family's attitude before HIV/AIDS infection and after 
HIV/AIDS infection. Majority of HIV/AIDS infected respondents (82.4%) 
reported that they got love and care from their family members before they 
were infected HIV/AIDS. But it was found that the love and care which was 
given to them before they were infected was reduced to 63.4% after they 
got infected HIV/AIDS. At the time of survey it was also found that 15.7% of 
respondents had disagreement and conflict in their family before they were 
infected but the disagreement and rejection increased twofold after they 
were infected HIV/AIDS. 
Table: 3.7 Distribution of Family's Attitude Before and After HIV+ Status. 
Family attitude 
Love & care 
Conflict 
N 
before HIV+ 
Frequency 
129 
24 
153 
Percent 
84.3 
15.7 
Valid Percent 
84.3 
15.7 
Cumulative 
Percent 
84.3 
100.0 
Family attitude after HIV-t-
Love & care 
Rejection 
N 
97 
56 
153 
63.4 
36.6 
63.4 
36.6 
63.4 
100.0 
N=Number of cases the classification is drawn. 
3.5.2 Neighbours attitude before and after HIV/AIDS detection 
Nearly seventy one per cent (70.6%) of respondents reported that they got 
love and care from the neighbours before they were infected HIV/AIDS. But 
this percentage was reduced to thirty-two (32%) after the neighbours came 
to know that they were infected HIV/AIDS. 
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The disagreement and rejection of the neighbours before the 
respondents had got HIV/AIDS infection were 26.1% but it shot to 61.1% 
which was more than two and half times after the neighbours came to know 
that they were infected. 
Table:3.8 Distribution of Neighbours' Attitude Before and After HIV Positive Status 
Neighbour's attitude before HIV+ 
Love & care 
Rejection 
N 
Neighbour's atti 
Love & care 
Rejection 
N 
Frequency 
113 
40 
153 
Percent 
73.9 
26.1 
Valid Percent 
73.9 
26.1 
Cumulative 
Percent 
73.9 
100.0 
tude after HIV+ 
49 
104 
153 
32.0 
68.0 
32.0 
68.0 
32.0 
100.0 
N=Number of cases the classification is drawn. 
3.5.3 Attitudes among HIV/AIDS Infected Peers. 
The attitude among HIV/AIDS infected peers was quite different from the 
attitude of family members and neighbours after they came to know the 
HIV+ status of the person. Majority of the HIV/AIDS infected peers (80.4%) 
were supportive to each other and 14.4% of them showed love and care 
among themselves. Very few, i.e. 3.9% of them acted indifferently among 
themselves. 
3.5.4 Threatened or Disgraced 
At one time in Manipur there were incidents that insurgents and student 
groups like All Manipur Student Union (AMSU), Women organization like 
Meirapaibee and other pressure groups beat and embarrassed IDUs and 
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HIV+ persons, caught them and shaved heads, and even shooting on the 
legs and thighs by the insurgent groups. At the time of survey, only 21.6% 
of the respondents reported that they had encountered such incidents in 
their past time. 
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Chapter-IV 
Nature and Causes of HIV/AIDS Spread in Manipur 
4.1 INTRODUCTION 
This chapter presents the social factors which led to the spread of HiV/AlDS 
in the State of Manipur. It attempts to capture the key influencing social 
factors which are associated with the HIV/AIDS spread with a special focus 
on the intravenous drug users (IDU). The epidemiology of HIV/AIDS says 
that HIV could be transmitted in three ways: 
1. Through sexual intercourse (including semen donation) 
2. Through blood (principally blood transfusion and non-sterile injection 
equipment and also include organ or tissue transplant) 
3. From infected mother to infant (peri-natal transmission) 
- (Gwinn Robert et a/1993: Vol. 1, p. 170) 
4.2 Social factors of HIV Infection in Manipur 
In Manipur, it is mainly second mode of transmission, i.e. through blood 
transmission, that helps HIV spread throughout the state. One of the ways in 
which HIV in Manipur spreads, in particular, is through the use and sharing 
of contaminated syringes for injecting drugs. This fact obviously necessitates 
for undertaking study of drug addiction in depth, because injecting drug use 
practice has a strong and established nexus with HIV/AIDS in the state. 
Needless to say IDUs are vulnerable to HIV/AIDS because of their shared 
injecting practices and risky sexual behaviour. 
Most sociologists and social psychologists agree that drug use is a 
learned behaviour that spread through groups of peers who influences one 
another (Kornblum et al 1995). In the initial stage, majority of users take drug 
out of curiosity and search for pleasure; or to relieve tension or stress or 
temporary escape from reality; or to relieve pain or as a culture or religious 
rites. An addict is a person who "as a result of repeated administration has 
become dependent on a drug controlled by the dangerous drug act and an 
overpowering desire for the continuance, but who doesn't requires it for the 
use of organic disease" (Shah1998: Vol. I, p 170). According to a report of 
the Departmental Committee on Morphine and Heroin Addiction, "a person, 
who, not requiring the continued use of a drug for the relief of the symptoms 
to organic disease, has acquired as a result of repeated administration, an 
overpowering desire for its continuance and in whom withdrawal of the drug 
leads to definite symptoms of mental or physical distress or disorder" (as 
quoted in Shah1998: Vol. II, p 579). When a drug user feels a sense of well-
being in using a particular drug or he develops a habit of using the drug and, 
if the person does not take the drug, he or she feels physical pain or 
psychological discomfort, then he may be tempted to addiction to that 
particular drug. 
The increasing prevalence of HIV infection is closely related to drug 
addiction and injected drug user. Since early days substance use is 
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acceptable cultural and religious rite in Manipur even though children are not 
permitted. Some studies reported that in the early 1970s youths started 
abusing pharmaceutical drugs in the state and there was transition of oral 
drugs towards injecting of Morphine, Morphine and Pethedine. It may be 
around 1980s that heroin drugs appeared in the state (Singh and Sharma 
2001). Heroin is known as No. 4 in Manipuri local languages. Studies 
reported that it's the time where there was scarcity of morphine in the state 
and drug addicts introduced No.4 as a substitute drug which was easily 
available at that time. 
Injecting drug users are those addicts who inject drugs intravenously 
instead of using orally or smoking or chasing. One of the characteristics of 
injecting drug users is sharing of needles and syringes. Due to poor 
knowledge of the consequence of sharing unsterilized needles and syringes 
leads to repeated use of the same needle and syringes among the IDUs. Or 
it could perhaps be possible that the urges for the drug might results in 
neglecting the need for sterilize the needle and syringe within the addict peer 
groups. And the sharing of contaminated needle and syringes has a direct 
relationship to the infection of HIV epidemic. 
IDUs are giving top priority in getting heroin instead of buying syringes 
and needle which is easily available from pharmacies without medical 
prescription. However, the Law enforcement agencies and pressure groups' 
restriction for open sale of needles and syringes to the youths due to 
increased crime by the drug addicts led to sharing of needles and syringes 
amongst them which was the most important factor of spreading HIV/AIDS in 
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the state of Manipur. At the time of interview an HIV/AIDS infected IDU told, 
"we come to Public Toilet complex and inject drug inside toilet. Other safe 
heaven places are parks, playgrounds, ''Lai-umangs" and inside house while 
parents are out for work. The most suitable timings for injection were at the 
noon and when the darkness prevails" 
The geographical proximity of Manipur to the Golden Triangle, one of 
the world's largest illicit drug heroin producers is an important cause of high 
drug addiction in the state. The huge production of illicit drugs i.e. heroin and 
other drugs from Golden Triangle and trafficking and using of it in the region 
led to the biggest cause of HIV epidemic in the state. Manipur is directly 
connected with Myanmar, so, heroin drugs directly come from Myanmar 
through a small town "Moreh" (in Manipur) which Union Govt, opened as a 
free International Market Place between India and Myanmar. 
Heroin had mainly been trafficked from this small town to other parts 
of the state and out of the state i.e. in other parts of Indian city, through six 
districts which includes- Imphal East district, Imphal West district and 
Thoubal district all are plain and three hilly districts Chandel district where 
'Moreh' the International Market Place is located, Senapati district which 
connects Nagaland directly by National Highway No. 39 and Tamenglong 
district which connects Assam directly by National highway No.53. Again, 
heroin is trafficked from Myanmar through two different hilly district namely 
Ukhrul district and Churachandpur district. The Kamjong village and 
Songshak Khullen (in Ukhrul district) and the Beiang village (in 
Churachandpur district) are other two different routs which trafficked heroin 
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and other illicit drugs from Myanmar. Besides had these well defined routes 
there is the possibility of many jungle tracks for trafficking heroin drugs. The 
easily availability of heroin drug may have tempted the youths to taste or 
abuse the heroin drugs which led to HIV/AIDS epidemic in the state. 
HIV/AIDS epidemic and oral drug use have no direct relationship but 
in Manipur drug addicts adopted injecting drugs instead of chasing and 
smoking. The reason for injecting lies in high effect and economy. An 
HIV/AIDS infected IDU told, "The quantity of drugs which must chase or 
smoke at one time by an addict can be injected to 3-5 peer addicts. He 
further told that spending Rs. 100/ is more economical than spending above 
Rs. 1000/ for chasing or smoking". 
There is increasing prevalence of HIV infection among the injecting 
drugs users. The injecting drug users directly inject drugs by using 
contaminated needles and syringes; due to sharing by nature into the blood 
stream which may consider the most effective way of HIV virus transmission 
also. As these two are closely related, the continuation of injecting drugs by 
using contaminated equipments is like indulging in HIV risk behaviour. HIV 
infection among IDUs have not only led themselves to the deadly epidemic, 
they have also spread HIV/AIDS to their heterosexual partners or wives due 
to unprotected sex and to their new born, Manipur has started to observe 
this phenomenon among women and children. 
Since the first HIV Positive case was found among IDUs, HIV 
infection among them has been a major and important issue in the state. The 
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spread of HIV infection is very fast among IDUs who shared contaminated 
injecting equipments. In the early 90s, almost all the IDUs used to share 
injecting equipments because at that time there was no awareness of 
HIV/AIDS epidemic. 
The evidence of injecting drugs was visible far ahead of HIV epidemic 
came to know In the state. It may be probably before one decade when the 
first HIV case was reported in the state in February 1990. So, HIV/AIDS had 
already spread as "hidden epidemic" among the IDUs, among high risk 
groups as well as to general population much before the epidemic come to 
be known even to the medical team, physician and social activist. During the 
field work the researcher met a widow, a full blown AIDS patient on 28'*^  May 
2003 at Leprosy Patients Welfare Society (LEWS) Hospital, Chingmeirong, 
and Imphal East. Her health condition was very bad and unable to sit without 
support. She belonged to Tangkhul tribe from Ukhrul district and incidentally 
was a school teacher in Govt. Primary School in her village. Her husband 
died in 1992 having the same symptoms which she was having. Her 
husband was a driver, at the same time, he used heroin drug. This implies 
that he was double risks - (i) using heroin drugs where he might have 
injected drugs; and (ii) since he was a driver he might have unsafe sex either 
with commercial sex workers (CSW) or among the partners of drugs users. 
When he suffered from many symptoms, doctors were unable to diagnose 
him. This suggests that many more people died without knowing or unable to 
diagnose that they were infected with HIV/AIDS. It may be true that HIV 
Positive case was reported in capital Imphal only in February 1990 and only 
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among the doctors. But the awareness of HIV/AIDS would not possible 
among the general population more so in the remote areas. 
By the end of 1993, 97.07% of the IDUs had adopted habit of injection 
(Singh 1998). His study further reported that study sample of 85 drug addicts 
found that 100% of drugs addicts were IDUs during study period 1994-96. 
So HIV prevalence during 1997 was more than 80% among IDUs. But by 
March 2003 the sero-positivity rate among IDUs was 59.87% (MACS, 2003). 
It is constant efforts of NGOs under MACS which take up the Target 
Intervention project. There were 18 projects under MACS for Rapid 
Intervention and care (RIAC) project of injecting drug users. The intervention 
programs focus on the prevention of HIV among IDUs. By December 2002 
the total number of IDUs enrolled under RIAC project was 15,401 (MACS 
status report 2002-2003). 
Based on the strategy of Harm reduction/Harm Minimizing, needles 
and syringes exchanges program was introduced in the state. Manipur is the 
first Indian state to introduced Harm Reduction Program (MACS, 2001-
2003). For the effective implementation of the "Harm Reduction" programme 
it is integrated with care component which is called Rapid Intervention and 
Care (RIAC) project. The project focuses on the decrease of HIV spread 
among IDUs and their sexual partners, to minimize spread of HIV infection to 
the female spouses of IDUs, to monitor and evaluated behavioural changes 
of IDUs; to achieve complete abstinence from drugs in the long run (MACS 
status report 2001-2002). 
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The Manipur State AIDS Control Society (MACS) reports that the HIV 
sero-prevalence rate among IDUs had increased from 0 to 50% in 1990-91. 
The preliminary report of the Sentinel Surveillance conducted during Feb-
March 1994, 1995, 1996 and 1997. The sero-prevalence rate among IDUs 
had increased from 59.9% in 1994 to 80.7% in 1997 in the state (MACS 
2001-2002). 
IDUs are risk group people because they are highly susceptible for 
HIV infection not only among themselves but also to their sexual partners 
either wives or girlfriends. In India as a whole the sharing of contaminated 
needles and syringes is considered to be the fourth major mode of HIV 
transmission while heterosexuality and promiscuous relationships and 
professional blood donors were other leading agents (NACO 1999). The 
national pattern is slightly different in Manipur where drug addition and use 
through injecting drug use is the mainstay. Recently, there have been slight 
changes and the prevalence of HIV has come down to 40% among IDU 
while the infection through sex is on the rise. 
In an interview with Mr. Deepak, General Secy, of Manipur Network of 
Positive people (MNP+), told that the problem of drug addiction in Manipur 
was the tip of iceberg. There is a dire need to study on former IDUs, widow 
of H1V+/AIDS patients and their children and the present drug addicts who 
are IDUs" (personal talk 27'*^  May 2003). 
In another interview, Mr. Nandakishwor, Program Associate, Manipur 
Voluntary Health Association (MVHA) said, "most of the drug addicts were 
IDUs. Now it has become a threat due to rapid spread of HIV infection to 
their wives or girlfriends and children. If no positive and urgent steps are 
taken at present, Manipur could be at a stage similar to South Africa, where 
large generations of youth have been wiped out due to drug addiction" 
(personal talk on 21^* June 2003) 
In yet another interview with Dr. Jayenta Kumar the Chief 
Functionary, Institute for Social Disease (ISD), he says, "there are about 
40,000 IDUs in the state, out of this about 23,000 are married IDUs. Couple 
study has shown that 30% of HIV virus is transmitted from the husbands to 
their wives. This indicates that more than 13,000, women are infected with 
HIV who is not commercial sex workers (CSW) and the children of such 
women have higher chance of getting infected with the virus. So, around 20-
30 thousand children are likely to be infected with HIV virus in the near 
future. Therefore, at present a large number of women mainly housewives 
and their children infected with HIV/AIDS or have the high chances of t)eing 
infected" (personal talk on 30"" May 2003, Imphal). 
It is interesting to note here that in the present study, 56.8% of 
infection was due to un-sterilized needles and syringes use in a study 
sample of 153 HIV/AIDS cases. 
In Manipur, number of wives of IDUs up to 30^ "^ June 2002 are 1,204 
under the care of Rapid Intervention and Care Project (RIAC) and number of 
children of IDUs which gives services by RIAC is 205 (106 male and 99 
female) (AIDS Alert 2002). 
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4.3 Correlates of HIV infection 
4.3.1 Work outside 
The variables are whether the HIV/AIDS infected person works outside of his 
home town or not, like long route inter state truck or bus driver or working as 
wage labour or migrant labour leaving their family for long time and staying 
alone in a new unknown place. In Manipur most of the essential goods and 
ration come through National Highway 39 and 53, National Highway -39 links 
Guwahati (Assam) Dimapur (Nagaland) and Manipur and extent to the 
international border town Moreh- a small town in the border of Manipur 
(India) and Myanmar. Another National Highway 53 Imphal-Jiribam road 
connects Silchar (Assam). As there is no transportation by sea and rail link 
up to Manipur, these two National Highways are the basic life line for people 
of the state. This mobility of people within the state and region to seek better 
business or working condition or employment or in search of bread and 
butter seems to be closely related to the spread of HIV/AIDS epidemic. 
There is one trucker project which has been implemented by the 
Manipur Voluntary Health Association since 1997. In the first year it was 
found that fifty-seven percent (57%) of truckers have multiple sex partners 
and thirteen percent (13%) of them have STDs. In the subsequent four years 
the percent had declined but it was increased again more than fifty seven 
percent (57.74%) in 2002. But in 2003 it was largely declined to twenty two 
percent (22%) due to the hard endeavour of the NGOs. The project has 
covered so far around 19,567 truckers till that data and 1,48,149 condoms 
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were distributed among truckers in National Highways particularly N.H.39 
and N.H. 53. (Status Report, MACS 2003-2004) The Table 4.1 shows the 
achievement of the project. 
Table 4.1 Achievement Report for the Truckers' Project: Target - 20,000 
SI. 
No. 
1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
ITEM 
No. of Truckers 
under the project 
No. of Truckers 
with Adequate 
knowledge of 
HIV/AIDS 
No. of Truckers 
with history of 
multiple sex 
partners 
No. of Truckers 
with STDs 
No. of Truckers 
regularly using 
condoms (in %) 
No. of Truckers 
volunteered for 
HiV/AIDS testing 
No. of Truckers 
counselled 
Sexual Partner 
Contacted 
No. of Truckers 
Condoms 
Distributed 
July, 97 
to 
June, 
1998 
485 
38 
276 
(57%) 
63 
(13%) 
322 
(66.4%) 
48 
128 
-
July,98 
to 
June, 
1999 
490 
294 
244 
(50%) 
58 
(12%) 
450 
(91.8%) 
51 
173 
-
July,99 
to 
June, 
2000 
502 
451 
201 
(40%) 
46 
(9%) 
435 
(86.7%) 
56 
163 
-
July, 00 
to 
June, 
2001 
724 
652 
181 
(24%) 
69 
(9. 5 %) 
525 
(72.5%) 
72 
192 
-
July, 01 
to 
March 
2002 
1117 
37 
7 
106 
(9.5%) 
692 
(62%) 
NA 
315 
83 
Apr, 02 
to Dec, 
2002 
6940 
3797 
1853 
(57.74 
%) 
433 
(6.23%) 
4376 
(63%) 
88 
1617 
151 
Jan.,03 
to Sept., 
2003 
19567 
16261 
4445 
( 22 % ) 
1421 
( 7.2% ) 
12318 
( 62 % ) 
120 
(0.61%) 
2645 
(13%) 
5521 
(28%) 
Suspected cases referred to Hospital for testing after pre-test counseling 
but during the Quarter Jan.2003 to March'03 one dead cases of driver 
reported 
6000 12000 12000 4240 6780 25,995 1,48,149 
In Manipur, both male and female worked outside and often outside 
the home town. Manipur is the only state which has women market in India. 
Table 4.1 presents information on the status of HIV/AIDS infected persons 
who worked outside the home-stead by their sex. It was observed that nearly 
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18% of female worked outside compared to 11.3% of her male counterpart. 
In the cross examination of work outside and marital status of HIV/AIDS 
infected persons, 23.27 percent were married, 4.1 percent were unmarried 
and 11.1 were widows. Women were engaged in works outside like small 
business whereas men work involved mostly as inter state truck or bus 
drivers or transport workers and wage labourers. In certain situations these 
group were compelled to indulge in alcohol, drugs and risky behaviour. 
Person who work outside remained in a long time separation from 
their families deprived of regular sexual partners. This situation is much 
worse for females because in a new social environment they cannot decide 
where and when they would encounter sexual activities. They are 
compounded by weakness, discrimination, poverty, exploitation, 
marginalization which created condition for more susceptible to expose to 
HIV/AIDS. 
Most of the respondents have studied only up to primary and middle 
school. Among them were 20% illiterate, 30% those who studied only up to 
primary level, 23.5% up middle school passed, 11.6% with high school and 
secondary. Only 5.2% of this group has studied up to graduation and above. 
It was found that number of illiterate and less educated people work outside 
as compared to higher educated people. They worked as driver or wage 
labour. They lacked the knowledge of Sexually Transmitted Diseases 
(STDs), HIV/AIDS and other related diseases. It is probable that they are the 
personss who have the higher chance of indulging in unsafe sexual 
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behaviour and more prone to STD, HIV/AIDS infection. Table 4.2 shows their 
distribution. 
Table 4.2: Percent distribution of HIV/AIDS Infected persons who had 
worked outside the home place 
Background information 
Sex 
Male 
Female 
Marital status 
Married 
Unmarried 
Widow 
Divorcee 
Education 
Illiterate 
Primary 
Middle school 
High school & +2 
Gradate & above 
Tvoe of familv 
Joint 
Nuclear 
Single parenting 
Residence 
Rural 
Urban 
Work status 
Working 
Not working 
Community 
Meitei 
Pangan 
Chingmee 
Mayang 
by background 
Yes 
11.3 
17.9 
23.2 
4,1 
11.1 
-
20.0 
30.0 
23.5 
14.6 
5.2 
11.0 
22.4 
-
18.6 
10.6 
10.7 
16.7 
11.2 
7.1 
20.5 
50.0 
information 
Worked outside 
No 
88.7 
82.1 
76.8 
95.9 
88.9 
100.0 
80.0 
70.0 
76.5 
85.4 
94.8 
89.0 
77.6 
100.0 
81.4 
89.4 
89.3 
83.3 
88.8 
92.9 
79.5 
50.0 
Number 
97 
56 
69 
49 
27 
8 
20 
10 
17 
48 
58 
91 
41 
13 
59 
94 
75 
78 
98 
14 
39 
2 
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Table 4.2: Percent distribution of HIV/AIDS infected persons who had 
worked outside the home place by background information (contd...) 
Background infomnation 
Father's education 
Illiterate 
Primary 
Middle school 
High school &+2 
Graduate & above 
Technical 
Mother's education 
Illiterate 
Primary 
Middle school 
High school & +2 
Graduate & above 
Technical 
Father's occupation 
Govt, job 
Cultivator 
Skilled labour 
Shopkeeper 
Agricultural labour 
Mother's occuoation 
Govt, job 
Cultivator 
Skilled labour 
Shopkeeper 
Agricultural labour 
Yes 
21.7 
15.0 
21.1 
12.0 
5.4 
11.1 
17.0 
11.1 
6.3 
4.5 
13.3 
33.3 
14.5 
17.6 
13.0 
10.7 
12.5 
11.8 
18.2 
14.9 
9.3 
15.4 
Worked outside 
No 
78.3 
85.0 
78.9 
88.0 
94.6 
88.9 
83.0 
88.9 
93.8 
95.5 
86.7 
66.7 
85.5 
82.4 
87.0 
89.3 
87.5 
88.2 
81.8 
85.1 
90.7 
84.6 
Number 
23 
40 
19 
25 
35 
9 
88 
9 
16 
12 
15 
3 
69 
17 
23 
28 
16 
17 
33 
47 
43 
13 
Among the infected respondents, 22.4% of them were from nuclear 
family who got married and started living separately with their wives and 
unmarried children, whereas 11.0% of them were living in the joint family 
with their parents, brothers and their wives, children and nephews. Table 4.2 
shows the distribution. 
As regards to residence, i.e., rural and urban, a higher proportion of 
rural patient (18.6%) worked outside than urban PLWHA (11%). It was found 
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that many illiterate or less educated PIWHA from rural areas worked outside 
as driver or wage labour. 
In the survey, 10.7% HIV/AIDS infected persons were found to be 
working outside whereas 16.7% of them were not working outside. 
Among those HIV/AIDS infected people who worked outside, 11.2% 
were from Meitei community, 7.1% from Meitei Pangal (Muslim) community, 
and 20.5% from Chingmee (Tribal) community. However, 50% of the 
infected who worked outside were Mayang (non-Manipuri) who come from 
outside for business and earning. Table 4.2 shows the distribution. 
Among those HIV/AIDS infected persons, parents' education was also 
checked to highlight the experience of working outside and parents' 
education. Table 4.2 shows that lower the level of parent's education, the 
higher the chances of working outside. 
HIV/AIDS infected persons parent's occupation was also taken into 
consideration to understand the relationship between experience of working 
outside and parent's occupation. Table 4.2 shows the distnbution. 
4.3.2 Drug Abuse Behaviour 
Table 4.3 summarises this information. Drug abuse is the root cause of 
spreading HIV/AIDS in the state. Singh and Sharma (1999-2000) found in 
their study that more than 90% of drug users were injectors in Imphal. It is 
reported that in the total Rapid Situational Assessment (RSA) sample 92% 
are injecting drug users and out of the total injectors 93% are Heroin 
injectors and 7% are pharmaceutical drug injectors. In the present study, 
61.4% HIV/AIDS infected persons were injecting drug users (IDUs) and 
nearly 57% of them have drug abuse friend circle. 
The present study found that 86.7% of HIV/AIDS persons who used 
drugs we below the age group of twenty five (25) and age group twenty five 
to twenty nine (25-29) was the second highest HIV/AIDS infected group who 
abused drugs that (63.6%). In the age group of thirty five and plus (35 +) 
were found to be the third highest infected group constituting 58.7%. 
The study found that 82.5% of HIV/AIDS infected male were drug 
abusers as compared to 25% of infected women. It is reported that 62.3% of 
married HIV/AIDS infected persons abused drugs as compared to 81.6% of 
unmarried HIV/AIDS infected persons and about 26% of widower or widow 
HIV/AIDS infected person and half 50% of divorcee infected respondents. 
Educational attainments of the patients are also crossed examined with the 
drugs abuse behaviour distribution of the person. Educational attainment 
showed that one fourth of illiterate respondents abused drugs as compared 
to nearly 59% of middle school completed respondents. High school and 
above contributed 68.8% of infected drug abused respondents attained this 
level of education and Highest infected drugs abused respondents were 
recorded among those who had completed graduate and above i.e. 69%. It 
may be observed that the higher the level of education the higher were the 
chances of abusing drugs. 
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In the study, majority of those who used and abuse drugs were found 
to be from Meitel community (61.2%). Next to them were Pangal (Muslim) 
community (57.1%) followed by Chingmee (Tribal) community (61.5%). This 
percentage distribution of community shows that there is relatively a higher 
prevalence of HIV/AIDS among Meitei and Chingmee community. 
The cross examination of residence and drug abuse behaviour 
showed that by residence urban, a higher proportion of PLWHA (nearly 65%) 
abused drugs than rural PLWHA (55.9%). This showed that the spread of 
HIV/AIDS was more prominent in urban as compared to rural even though 
there was marginal difference. 
The drug abuse behaviour distribution was cross examined with the 
type of family and it was recorded that nearly 70% of them are from nuclear 
family as compared to 59.3% from joint families and 46.2% of patients from 
single parenting families. 
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Table 4.3: Percent distribution of HIV/AIDS infected persons who abused 
drug by background information 
Bacl<ground information 
Age 
<25 
25-29 
30-34 
35+ 
Married status 
IVIarried 
Unmarried 
Widow 
Divorcee 
Education 
Illiterate 
Primary 
Middle school 
High school & +2 
Gradate & above 
Sex 
Male 
Female 
Type of family 
Joint 
Nuclear 
Single parenting 
Residence 
Rural 
Urban 
Work status 
Working 
Not working 
Community 
Meitei 
Pangan 
Chingmee 
Mayang 
Drug Abuse experience 
Yes No 
86.7 13.3 
63.6 36.4 
54.2 45.8 
58.7 41.3 
62.3 37.7 
81.6 18.4 
25.9 74.1 
50.0 50.0 
25.0 75.0 
60.0 40.0 
58.8 41.2 
68.8 31.3 
69.0 31.0 
82.5 17.5 
25.0 75.0 
59.3 40.7 
69.4 30.6 
46.2 53.8 
55.9 44.1 
64.9 35.1 
61.3 38.7 
61.5 38.5 
61.2 38.8 
57.1 42.9 
61.5 38.5 
100.0 
Number 
15 
44 
48 
46 
69 
49 
27 
8 
20 
10 
17 
48 
58 
97 
56 
91 
49 
13 
59 
94 
75 
78 
98 
14 
39 
2 
113 
Table 4.3: Percent distribution of HIV/AIDS infected persons wtio abused 
drug by background information (contd...) 
Background infomnation 
Father's education 
Illiterate 
Primary 
Middle school 
High schools. +2 
Graduate & above 
Technical 
Mother's education 
Illiterate 
Primary 
Middle school 
High school & +2 
Graduate & above 
Technical 
Father's occupation 
Govt, job 
Cultivator 
Skilled labour 
Shopkeeper 
Agricultural labour 
Mother's occuoation 
Govt, job 
Cultivator 
Skilled labour 
Shopkeeper 
Agricultural labour 
Drug 
Yes 
52.2 
70.0 
47.4 
56.0 
67.6 
66.7 
60.2 
66.7 
75.0 
63.6 
46.7 
66.7 
59.4 
58.8 
52.2 
60.7 
87.5 
70.6 
63.6 
55.3 
62.8 
61.5 
Abuse experience 
No 
47.8 
30.0 
52.6 
44.0 
32.4 
33.3 
39.8 
33.3 
25.0 
36.4 
53.3 
33.3 
40.6 
41.2 
47.8 
39.3 
12.5 
29.4 
36.4 
44.7 
37.2 
38.5 
Number 
23 
40 
19 
25 
37 
9 
88 
9 
16 
22 
15 
3 
69 
17 
23 
28 
16 
17 
33 
47 
43 
13 
Among the HIV/AIDS infected person, parent's education as well as 
parents occupation was also cheeked and cross examined in order to 
highlight the relation between the drug abuse behaviour of the infected 
person. 
4.3.3 Prevalence of Drug abused friends 
The study also taken into account of another variable which can be traced 
information of drug abuse. Table 4.4 summarises this information. It was 
reported that 78.4% of HIV/AIDS infected male drug abusers had drug abuse 
friend circle as compared nearly 20% of females. 
114 
The Marital status was also cross examined with the drug abuse 
friend circle and found the highest number of drug abuse among the 
unmarried HIV infected persons (73.5%) as compared to married person 
which was in the second highest place (62.3%). It was also reported that 
one-fourth of infected divorcee had drug abuse friend circle as compared to 
22.2% of infected widows. 
Educational attainment of respondents was cross examined with the 
drug abuse friend circle. It was reported that one-fifth of the illiterate infected 
respondents had drug abuse friend circle. Nearly 67% of infected 
respondents who completed high school and above had drug abuse friend 
circle and respondents who attained graduate and above constituted in the 
second highest 65.5%. 
The drug abuse friend circle was cross examined with the community 
wise distribution. In the survey it was reported that infected Pangals (Muslim) 
had the higher proportion of drug abuse friend circle 64.3% than the Meiteis 
58.2%. It recorded that infected Chingmees (Tribal) as the lowest (48.7%). 
At the time of survey only two infected Mayang (Non-Manipuri) were found 
and both of them have drug abuse friend circle. 
The current work status of the infected person was cross examined 
with the drug abuse friend circle. It recorded that currently working person at 
the time of survey had higher proportion of drug abuse friend circle (57.3%) 
than non working infected person (56.4%) though the difference is marginal. 
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Table 4.4: Percent distribution of HIV/AIDS infected persons 
abused friends by background 
Background infonnation 
Age 
<25 
25-29 
30-34 
35+ 
Sex 
IVIale 
Female 
Married status 
Married 
Unmarried 
Widow 
Divorcee 
Education 
Illiterate 
Primary 
Middle school 
High school & +2 
Gradate & above 
Community 
Meitei 
Pangan 
Chingmee 
Mayang 
Work status 
Working 
Not working 
Tvoe of family 
Joint 
Nuclear 
Single parenting 
Residence 
Rural 
Urban 
infonnation 
Yej 
86.7 
54.5 
52.1 
54.3 
78.4 
19.6 
62.3 
73.5 
22.2 
25.0 
20.0 
50.0 
47.1 
66.7 
65.5 
58.2 
64.3 
48.7 
100.0 
57.3 
56.4 
56.0 
65.3 
30.8 
52.5 
59.6 
who had drug 
Had drug abused friend 
; No 
13.3 
45.5 
47.9 
45.7 
21.6 
80.4 
37.7 
26.5 
77.8 
75.0 
80.0 
50.0 
52.9 
33.3 
34.5 
41.8 
35.7 
51.3 
42.7 
43.6 
44.0 
34.7 
69.2 
47.5 
40.4 
Number 
15 
44 
48 
46 
97 
56 
69 
49 
27 
8 
20 
10 
17 
48 
58 
98 
14 
39 
2 
75 
78 
91 
49 
13 
59 
94 
In the cross examination of drug abuse friend circle and residence, it 
was recorded that urban infected person show a higher proportion of drug 
abuse friend circle 59.6% than rural infected person 52.5%. In the survey it 
was found that among the age group below twenty-five (0<25) 86.7% of 
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infected person had drug abuse friend circle and placed in the highest rate. 
In all other age group categories it was also recorded that more than half of 
the infected person had drug abuse friend circle. 
Table 4.4: Percent distribution of HIV/AIDS infected persons 
drug abused friends by background infonmation (contd...) 
Background infonmation 
Father's education 
Illiterate 
Primary 
Middle school 
High school & +2 
Graduate & above 
Technical 
Mother's education 
Illiterate 
Primary 
Middle school 
High school &+2 
Graduate & above 
Technical 
Father's occupation 
Govt, job 
Cultivator 
Skilled labour 
Shopkeeper 
Agricultural labour 
Mother's occuoation 
Govt, job 
Cultivator 
Skilled labour 
Shopkeeper 
Agricultural labour 
who had 
Had drug abused friend 
Yes 
47.8 
62.5 
63.2 
44.0 
62.2 
55.6 
54.5 
77.8 
81.3 
54.5 
46.7 
56.5 
58.8 
39.1 
57.1 
81.3 
52.9 
60.6 
42.6 
65.1 
76.9 
No 
52.2 
37.5 
36.8 
56.0 
37.8 
44.4 
45.5 
22.2 
18.8 
45.5 
53.3 
100.0 
43.5 
41.2 
60.9 
42.9 
18.8 
47.1 
39.4 
57.4 
34.9 
23.1 
Number 
23 
40 
19 
25 
37 
9 
88 
9 
16 
22 
15 
3 
39 
17 
23 
28 
16 
17 
33 
47 
43 
13 
It was found that more than 65.3% of infected person from nuclear 
families had drug abuse friend circle as compared to 56% of infected person 
from joint families and about 31 % of them from single parenting families. 
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The HIV/AIDS infected persons parents education as well as 
occupation was also cross examined with the abuse friend circle of the 
persons to highlight whether there is any correlation between the two. 
4.3.4 Route of HIV infection 
The information about most important variable which is responsible for the 
cause of spreading HIV/AIDS is summarized in the Table 4.4. The 
transmission of HIV/AIDS infection is closely related to HIV infected person's 
behaviour. In this context, the persons history of probable route of infection 
was traced. The proportion of HIV/AIDS infected males who shared un-
sterilized needles and syringes in the past was 75.3% which had more than 
10 times higher than infected females (7.1%). It was found that about 2% of 
males were infected from their wives compared to nearly 77% of females 
from their husbands. About 13% of HIV/AIDS infected males reported that 
they had the experience of blood transfusion in the past as compared to 
10.7% of their female counterparts. It seems to be misreported due to the 
social acceptance than either injecting drug users behaviour or unsafe 
sexual practice. A higher proportion of infected male indulged in sex outside 
marriage in the past. The proportion of male indulging in unsafe sex was 
10.3% which had nearly two times higher than HIV/AIDS infected females. 
The age distribution of patient showed that maximum number of 
persons (80%) in the age group below twenty-five (1<25) shared un-
sterilized needles and syringes in the past and it was also found that 20% of 
them had experienced of blood transfusion in the past. It was reported that 
118 
about 48% of persons in the age group 25-29 shared un-sterilized needles 
and syringes in the past and nearly 7% of them had unsafe sex outside 
marriage or their regular partner. More than 36.4% of persons of this age 
group had reported that they were infected from their HIV+ spouses and 
about 9% of them had the experience of blood transfusion in their past. In 
the age group 30-34 fifty % (50%) of persons reported that they shared un-
sterilized needle and syringes in the past and 4.2% of persons of this age 
group had unsafe sex. Above one-third (35.4%) of the persons in this age 
group reported that they were infected through their HIV+ spouses and more 
than 10% of them in the same age group had the experience of blood 
transfusion in the past. In the age group thirty-five plus, more than fourth-
three percent (43.5%) of persons shared un-sterilized needles and syringe in 
the past and a large number of persons (17.4%) had unsafe sex. Above 
26.1% of this age group had reported to have been infected through their 
HIV+ spouses and about 13% of them had the experience of blood 
transfusion in the past. This age distribution shows that among the HIV/AIDS 
infected patient's large number of persons abused drugs in their prime age 
that was below the age of twenty-five. 
The sharing of un-sterilized needles and syringes or abuse of 
intravenous drugs can be seen much higher among unmarried persons 
(53.6%) than married persons (75.5%). Among the infected widower or 
widow and divorcee it was also found that they shared needle and syringe in 
the past. About 13% of divorcee and above 7% of widow were infected 
through un-sterilized needle and syringes. Nearly twenty-five percent of 
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currently married respondents reported that they were infected through their 
HIV+ spouses as compared to nearly 78% of widow and 87.5% of HIV/AIDS 
infected divorcee. More than fourteen percent (14.3%) of unmarried persons 
reported that they had experienced blood transfusion in the past as 
compared to 11.6% currently married respondents and about 11% widow 
infected respondents. It was found that about ten percent of both married 
and unmarried HIV/AIDS infected respondent indulged unsafe sex as 
compared to 3.7% of infected widow respondents. None of the case was 
reported from infected divorcee for having blood transfusion and indulged 
unsafe sex in the past. 
Educational attainment showd that one- tenth of infected illiterate 
respondents reported that they shared un-sterilized needles and syringes 
and more than half (55%) through their HIV+ spouse. Among this infected 
illiterate respondents 15% of them reported that they had experienced in 
blood transfusion and twenty percent (20%) of them indulged unsafe sex in 
the past. Half (50%) of the respondents who attained primary education 
shared un-sterilized needles and syringes, nearly one third (30%) of them 
infected through their HIV+ spouse and one tenth (10%) of them reported 
that they had experienced of blood transfusion and indulged unsafe sex in 
the past. It was found that among the persons who attained high school and 
plus nearly two-third (60.4%) of them shared un-sterilized needle and 
syringe and one-fourth (25%) of them infected through HIV+ spouse. More 
than 8% of them had experienced transfusion of infected blood and above 
6% of them indulged unsafe sex in the past. Graduates and above a group 
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of respondents about 57% of infected constituted shared un-sterilized 
needles and syringes. Among them it was found that 22.4% were infected 
through HIV+ spouse 15.5% of them had experienced of blood transfusion 
and 5.2% indulged unsafe sex in the past. This showed that regardless of 
educational attainment HIV/AIDS was infected in all level of educational 
group. 
The route of infection of HIV/AIDS is also examined across different 
communities. Among the Meitei HIV/AIDS persons more than half (53.1%) of 
respondents shared un-sterilized needles and syringes as opposed to nearly 
two-third (64.3%) of Pangal (Muslim) and two-fifth (41%) of Chingmee 
(Tribal) HIV/AIDS infected persons. Nearly 28% of Meiteis infected through 
their HIV+ spouse as compared to 21.4% of Pangal but this percentage nses 
up to 38.5% among the Chingmee community. More than 12% of infected 
Meltel respondents had the experience of blood transfusion in the past as 
compared to 14.3% of infected Pangal respondents and 7.7% of infected 
Chingmee respondents. About 7% of infected Meltel respondents indulged in 
unsafe sex as compared to 12.8% of infected Chingmee respondents. In the 
sample survey none of the cases of infected Pangal had reported through 
unsafe sex. The study could contact only two Mayang (non-Manipuri) and 
one of them is infected through unsafe sex and the other had experienced 
blood transfusion in the past. This large variation could be due to sampling 
limitation. 
The route of HIV/AIDS infection was also cross examined with the 
current work status of HIV/AIDS persons. At the time of survey it was found 
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that nearly 47% of currently working respondents shared un-sterilized 
needles and syringes as compared to more than half (53.8%) of the non 
working HIV/AIDS infected respondents. It was reported that among the 
currently working infected respondents 28% were infected through their 
HIV+ spouse; 16% of them had experienced blood transfusion in the past 
and nearly one-tenth of them indulged in unsafe sex. Among the infected 
non-working respondents nearly 31% of respondents are infected through 
their HIV+ spouse and 7.7% of them had experienced blood transfusion and 
indulged in unsafe sex in the past. 
In the survey it was found that more than half (52.7%) of infected 
patient from joint families shared un-stenlized needles and syringes as 
compared to 51 % of respondents from nuclear families and about 31 % from 
single parenting families. In this distribution respondent from single parenting 
families was recorded as highest incidence of infection through their HIV+ 
spouse (38.5%) and 23.1% had indulged in unsafe sex . 
The route of infection was also cross examined with the rural urban 
residence of the PLWHA. In the survey it was found that a higher proportion 
of rural HIV infected persons (54.2%) were infected through un-sterilized 
needles and syringes as compared to urban patients (47.9%). This could be 
due to sampling or lack of knowledge or consequence of sharing un-
sterilized needles and syringes. It is also recorded that a higher proportion of 
rural patients (32.2%) are infected through their HIV+ spouse than urban 
patients (27.7%). It could be due to the lack of proper knowledge of 
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Table 4.5: Percent distribution of route of HIV infection by background 
information 
Background 
information 
Age 
<25 
25-29 
30-34 
35+ 
Sex 
Male 
Female 
Married status 
Married 
Unmarried 
Widow/ widower 
Divorcee 
Education 
Illiterate 
Primary 
Middle school 
High school & +2 
Gradate & above 
Community 
Meitei 
Pangan 
Chingmee 
Mayang 
Work status 
Working 
Not working 
Tvoe of familv 
Joint 
Nuclear 
Single parenting 
Residence 
Rural 
Urban 
Through 
unsterilized 
syringes 
80.0 
47.7 
50.0 
43.5 
75.3 
7.1 
53.6 
75.5 
7.4 
12.5 
10.0 
50.0 
47.1 
60.4 
56.9 
53.1 
64.3 
41.0 
-
46.7 
53.8 
52.7 
51.0 
30.8 
54.2 
47.9 
Through 
HIV+ 
spouse 
-
36.4 
35.4 
26.1 
2.1 
76.8 
24.6 
-
77.8 
87.5 
55.0 
30.0 
35.3 
25.0 
22.4 
27.6 
21.4 
38.5 
-
28.0 
30.8 
31.9 
22.4 
38.5 
32.2 
27.7 
Blood 
transfusion 
20.0 
9.1 
10.4 
13.0 
12.4 
10.7 
11.6 
14.3 
11.1 
-
15.0 
10.0 
5.9 
8.3 
15.5 
12.2 
14.3 
7.7 
50.0 
16.0 
7.7 
7.7 
20.4 
7.7 
3.4 
17.0 
Unsafe 
sexual 
-
6.8 
4.2 
17.4 
10.3 
5.4 
10.1 
10.2 
3.7 
-
20.0 
10.0 
11.8 
6.3 
5.2 
7.1 
-
12.8 
50.0 
9.3 
7.7 
7.7 
6.1 
23.1 
10.2 
7.4 
Number 
15 
44 
48 
46 
97 
56 
69 
49 
27 
8 
20 
10 
17 
48 
58 
98 
14 
39 
2 
75 
78 
91 
49 
13 
59 
94 
spreading HIV/AIDS by their respective spouses where a higher proportion 
of rural patients (18.6%) worked outside than urban patients (11%) as shown 
in (Table 4.5). In the survey it is also recorded that more than one-tenth of 
rural patients (10.2%) indulged in unsafe sex as compared to 7.4% of urban 
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patients in the past but it is found that 17% of urban patients had 
experienced in blood transfusion as compared to 3.4% of rural patients in the 
past. This may be due to sampling. 
Table 4.5: Percent distribution of route of HIV infection by background information 
(contd...) 
Background infonmation 
Father's education 
Illiterate 
Primary 
Middle school 
High school & +2 
Graduate & above 
Technical 
Mother's education 
Illiterate 
Primary 
Middle school 
High school & +2 
Graduate & above 
Technical 
Father's occupation 
Govt, job 
Cultivator 
Skilled labour 
Shopkeeper 
Agricultural labour 
Mother's occuoation 
Govt, job 
Cultivator 
Skilled labour 
Shopkeeper 
Agricultural labour 
Through 
unsterilized 
syringes 
47.8 
55.0 
52.6 
52.0 
45.9 
44.4 
48.9 
66.7 
75.0 
54.5 
20.0 
33.3 
49.3 
41.2 
39.1 
53.6 
75.0 
35.3 
57.6 
48.9 
51.2 
53.8 
Through 
HIV+ 
spouse 
34.8 
17.5 
36.8 
36.0 
29.7 
33.3 
31.8 
18.8 
18.2 
60.0 
33.3 
33.3 
35.3 
43.5 
17.9 
6.3 
47.1 
33.3 
31.9 
20.9 
15.4 
Blood 
transfusion 
4.3 
15.0 
5.3 
4.0 
21.6 
11.1 
9.1 
22.2 
6.3 
18.2 
13.3 
33.3 
14.5 
13.0 
7.1 
18.8 
11.8 
3.0 
10.6 
16.3 
23.1 
Unsafe 
sexual 
13.0 
12.5 
5.3 
8.0 
2.7 
11.1 
10.2 
11.1 
9.1 
6.7 
2.9 
23.5 
4.3 
21.4 
5.9 
6.1 
8.5 
11.6 
7.7 
Number 
23 
40 
19 
25 
37 
9 
88 
9 
16 
22 
15 
3 
39 
17 
23 
28 
16 
17 
33 
47 
43 
13 
Among the HIV infected persons, parent's education as well as 
parents occupation is also crossed examined with the route of infection wise 
to check any relevance between the two. 
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4.4 Opinion of the parents or guardians toward HIV infection 
This present study also collected information from HIV/AIDS infected parents 
or guardians. Nearly three-fourths (72%) of parents or guardians opined that 
their son or daughter or siblings were infected due to shahng of needles and 
syringes compared to unsafe sex (14%) or through HIV infected spouse 
(12%) and least through transfusion of contaminated blood (2%). 
Table 4.6: Distribution of possible causes of HIV/AIDS as 
guardians 
Infected blood 
Spouse/husband 
Unsafe sex 
Sharing of needles and syringe 
N 
Frequency 
1 
6 
7 
36 
50 
reported by parents or 
Percent 
2 
12 
14 
72 
100 
N= Number of cases the classification is drawn. 
4.5 Opinion of the local leaders toward HIV infection 
The study also collected information from local leaders and neighbours or 
local people of HIV/AIDS patients. It is reported that about more than half 
(52.1%) of infected HIV/AIDS patients are only due to the injecting drug 
sharing of un-sterilized needles and syringes as compared to nearly one-fifth 
(18.8%) of patients infected due to sharing of un-sterilized needles and 
syringes and indulged in unsafe sex. Among the HIV/AIDS infected patients 
it is reported that nearly 17% of patients are infected from their HIV+ spouse 
only as compared to 12.5% infected patients who indulged in unsafe sex 
only. 
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Table 4:7 Distribution of possible causes 
Sexual relation & IDU 
Only IDU 
Loose character 
Spouse +ve status 
N 
Frequency 
9 
25 
6 
8 
48 
Of HIV/AIDS as reported by local leaders 
Percent 
18.8 
52.1 
12.5 
16.7 
N= Number of cases the classification is drawn. 
In the survey it was reported that nearly 87% of the local leaders, 
neighbours or social worker expressed their willingness to care and support 
of HIV/AIDS infected persons. It was also found that more that 83% of them 
helped HIV/AIDS infected persons financially or morally and gave emotional 
support and guidance for their physical improvement or take the to doctor or 
rehabilitation centre. 
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Chapter- V 
Nature and Consequences of HIV/AIDS in Manipur 
5.1 INTRODUCTION 
"Fighting HIV/AIDS is Moral Imperative" George, W. Bush, President, United 
States of America, on December 1,2003. 
In his proclamation on December 1, 2003 President Bush said, "This 
World AIDS Day" the United States remains committed to taking action, 
showing compassion, and bringing hope to those affected by HIV/AIDS 
around the world. (http://usinfo.state.gov/gi/Archive/2003/Dec/01-
578929.html). He further said, "The HIV/AIDS pandemic present one of the 
greatest medical and social challenges of our time. Over the last two 
decades, AIDS has claimed the lives of more than 20 million people. Today 
more than 40 million people are living with HIV including nearly 30 million in 
Africa. Behind these staggering numbers are the names and faces of 
orphaned and suffering children, devastated communities, and a continent in 
crisis, care for at least 10 million people affected by AIDS, bilateral 
programs in over 75 countries, and increase support for the Global Fund to 
Fight AIDS, T.B. and Malaria. This work of mercy will help overcome fear, 
stigma and discrimination and create a cycle of hope and promise that will 
benefit millions" 
Anti-HIV stigma remains a major problem throughout the world is extremely 
serious. However, in some countries, the stigma of HIV/AIDS decreased 
somewhat as a result of extensive communication efforts. Violation of the 
rights of people living with HIV/AIDS to a confidentiality concerning their 
seropositive status continued to be serious problem in India in 2002. We 
heard frequent accounts of HIV-positive people committing suicide when 
their HIV status became known in their community through leaks of 
confidential medical information. Even individuals who are neither afflicted 
nor affected by AIDS do not escape stigma (Singhal et al 2003). They 
describe stigma as prejudice and discrimination against a set of people who 
are regarded by others as being "flawed, incapable, morally degenerate or 
undesirable, "and who are treated in negative way. Prejudice is an attitude, 
while discrimination is overt behaviour. Two usually go together. Singhal et 
al (2003) quoted from Goffman's book "Stigma: Notes on the management of 
spoiled identity" A stigmatized person is one who possesses "an undesired 
difference" from members of mainstream society, which leads society to 
discredit them. A person with leprosy, AIDS, or some disability may be 
stigmatized. AIDS had become a disease of already stigmatized groups. In 
the initial era of the epidemic in most countries, HIV infection spread through 
sexual networks of gay men, commercial sex workers, and/or injecting drug 
users. These marginalized groups were already heavily stigmatized by 
society and this prejudice was carried over, and strengthened, when such 
individuals become identified as carriers of HIV. Singhal et al (2003) quoted 
from Herek & Glunt's book, "An epidemic of stigma: Public relation of AIDS 
"This "double stigma" of AIDS stemmed from the identification of AIDS as a 
serious illness, and from the identification of AIDS with already stigmatized 
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groups. These personal characteristics associated the epidemic with people 
who were already perceived negatively, creating and strengthening the 
stigma of HIV/AIDS. AIDS-related stigma would have been far less had the 
epidemic first been identified, for instance, among upper-class, straight, 
heterosexual, individuals, hemophiliacs, or children. 
This chapter discusses only the social stigmas and discriminations 
attached to people living with HIV/AIDS (PLWHA) and their families and 
economic burden faced by PLWHA and their family members. It includes 
discrimination by families and society, families attitude before HIV infection 
and after HIV infection, neighbour attitude before HIV infection and after HIV 
infection, attitude among HIV infected peers, threaten by any pressure group 
or insurgency for being HIV infected person, and attitude of neighbour and 
friends to the families of PLWHA. Besides the social pressures mentioned 
the PLWHA also bear the marital conflict stigma or are neglected for being 
HIV infected women. This section also tries to describe the level of stigma or 
neglect as perceived by these HIV infected women at family and 
neighbourhood. The last part focuses on the economic burden and treatment 
expenditure for them. 
5.2 STIGMA AND DISCRIMINATION 
Table 5.1 presents the distnbution of the stigma and discrimination as 
perceived by people living with HIV/AIDS (PLWHA). By age more than one-
third (36.4%) PLWHA in 25-29 age felt discriminated within their family 
members compared to about twenty-six percent (26%) and lowest in the 
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youngest age <25. Nearly half of the youngest age and 30-35 faced 
discrimination at work place and educational institutions. However, with older 
age there was a saturation of discrimination from the peer groups though 
much less in the younger age. 
Table 5.1: Percent Distribution Discrimination Towards PLWHA according to 
Background Information 
Background 
information 
Age 
<25 
25-29 
30-34 
35+ 
Sex 
Male 
Female 
Marital status 
Married 
Unmarried 
Widow 
Divorcee 
Education 
Illiterate 
Primary 
Middle School 
Highschool/+2 
Gradate&+2 
Communitv 
Meitei 
Pangal 
Chingmee 
Mayang 
Work status 
Worthing 
Not working 
Student 
Father's education 
Illiterate 
Primary 
Middle School 
Highschool+2 
Graduate+ 
Technical 
Family 
13.3 
36.4 
25.0 
26.1 
22.7 
35.7 
23.2 
28.6 
40.7 
12.5 
45.0 
20.0 
17.6 
20.8 
31.0 
29.6 
21.4 
23.1 
50.0 
24.0 
29.7 
35.7 
26.1 
32.5 
26.3 
20.0 
29.7 
22.2 
_. _ ^ _ _ - - - -
Work place 
and 
educational 
institution 
46.7 
29.5 
43.8 
34.8 
38.1 
35.7 
40.6 
36.7 
29.6 
37.5 
40.0 
30.0 
23.5 
39.6 
39.7 
37.8 
50.0 
33.3 
-
37.3 
6.3 
21.4 
39.1 
35.0 
15.8 
28.0 
56.8 
33.3 
- - -
Friends 
and 
peers 
6.7 
13.6 
20.8 
19.6 
16.5 
17.9 
15.9 
14.3 
22.2 
25.0 
5.0 
20.0 
41.2 
22.9 
8.6 
16.3 
7.1 
20.5 
50.0 
13.3 
20.3 
21.4 
13.0 
10.0 
36.8 
24.0 
5.4 
44.4 
No 
discrimination 
33.3 
20.5 
10.4 
19.6 
22.7 
10.7 
20.3 
20.4 
7.4 
25.0 
10.0 
30.0 
17.6 
16.7 
20.7 
16.3 
21.4 
23.1 
-
25.3 
43.8 
21.4 
21.7 
22.5 
21.1 
28.0 
8.1 
-
Number 
15 
44 
48 
46 
97 
56 
69 
49 
27 
8 
1 
20 
10 
17 
48 1 
58 
98 
14 
39 1 
2 ! 
75 
64 
14 
i 
23 
40 1 
19 
25 
37 \ 
9 i 
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Table 5.1: Percent Distribution Discrimination Towards PLWHA according to 
Background Information (contd...) 
Mother's Education 
Illiterate 
Primary 
Middle School 
Highschool/+2 
Gradate&+2 
Technical 
Father's occupation 
Govt, job 
Cultivator 
Skilled Labour 
Shopkeeper 
Agricultural labour 
• 
Mother's occupation 
Govt, job 
Cultivator 
Skilled Labour 
Shopkeeper 
Agricultural labour 
Residence 
Rural 
Urban 
Tvpeof familv 
Joint 
Nuclear 
Single parenting 
Total 
27.3 
22.2 
37.5 
36.4 
13.3 
-
18.8 
17.6 
30.4 
53.6 
25.0 
17.6 
30.3 
23.4 
37.2 
15.4 
25.4 
28.7 
29.7 
24.5 
23.1 
27.5 
33.0 
44.4 
56.3 
40.9 
33.3 
33.3 
43.5 
35.3 
34.8 
25.0 
37.5 
52.9 
45.5 
36.2 
23.3 
46.2 
30.5 
41.5 
41.8 
30.6 
30.8 
37.3 
18.2 
-
6.3 
9.1 
40.0 
33.3 
24.6 
17.6 
8.7 
7.1 
12.5 
23.5 
12.1 
14.9 
18.6 
23.1 
20.3 
14.9 
14.3 
20.4 
23.1 
17.0 
21.6 
33.3 
-
13.6 
13.3 
33.3 
13.0 
29.4 
26.1 
14.3 
25.0 
5.9 
12.1 
25.5 
20.9 
15.4 
23.7 
14.9 
14.3 
24.5 
23.1 
18.3 
88 
9 
16 
22 
15 
3 
69 
17 
23 
28 
16 
17 
33 
47 
43 
13 
59 
94 
91 
49 
13 1 
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Compared to male counterparts HIV/AIDS infected female faced more 
discrimination (36% vis a vis 23%) within the family and on the whole they 
were prone to stigma and discrimination than male counterparts (89% vs 
77%). There was not much difference of discrimination in work place and 
educational institutions and friends and peer by gender of the HIV status. 
The marital status also CToss-examined with stigma and 
discrimination. It showed the highest proportion (40.7%) of HIV infected 
widow were stigmatized and discriminated by family members compared to 
HIV infected unmarried youths (28.6%), but again much lesser with 
divorcees (12.5%), care was to be taken for number of case) respectively. 
This may perhaps relate to the lower status of women coupled with HIV 
status of the husband as well. But in the work place and educational 
institutions HIV widows the lowest level of discrimination (30%) than other 
groups. There associated with less degree of stigma and discrimination 
among married and unmarried persons. 
A cross check of educational status of PLWHA and stigma and 
discrimination showed that 45% of illiterate PLWHA reported that their family 
members stigmatised and discriminated them compared to 31% whose 
education was graduate and above, and about eighteenth percent (17.6%) 
whose education was middle school as the lowest percent. 
Except for lower educated, either illiterate and higher educated (40%) 
PLWHA felt similar level of stigma and discrimination at work place and 
educational institutions. The attitude of peers and friends about the same 
was lowest with illiterate and highest educated. 
The community-wise distribution was also cross examined with stigma 
and discrimination. It showed the highest proportion of Meitei HIV infected 
persons (30%) are stigmatized and discriminated by their family members 
than Chingmee (23%) and Pangal (21%). But it was more at work place and 
institutions among Pangal (50%) and peers and friends by Chingmee (20%) 
Comparatively non-working and students perceived higher level of 
stigma and discrimination in the family than the working HIV persons (see 
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Table 5.1). Similar pattern was also observed in case of friends and peers on 
discrimination. 
PLWHA with lower education of father felt higher degree of 
discrimination than any other group but there was no unique pattern in this 
regard. Similar pattern prevailed in case of mother's education. In all 
aspects stigma and discrimination job category of parents in government job 
of either father or mother or both showed a less proportion mentioning 
stigma in the family. However, this did not follow in other categories either at 
work place of by friends and peers. It seemed that parents occupation of 
PLWHA did not matter the stigma discrimination faced by them from their 
own family members in their work place, among friends and peer groups 
even though there was slightly different. 
The residence of PLWHA and stigma and discrimination showed that 
urban resident HIV infected persons faced a higher proportion (28.7%) of 
stigma and discnmination compared to rural residence (25.4%) except by 
peers and friends. Nearly one-third (29.7%) PLWHA from joint family 
reported facing stigma and disaimination from their family members 
compared to about one-fourth in nuclear and single parenting family 
respectively. But in totality of stigma and discrimination was less in latter 
type of family than the former. 
5.3 FAMILY'S ATTITUDE 
The next variable checked in this context was families' attitude before and 
after HIV infection. The cross examination of age and families attitude before 
and after HIV infection showed that all the PLWHA (100%) whose age group 
below twenty five (0<25) got love and care from everybody at home before 
HIV infection compared to more than eighty six percent (86.7%) of them 
reported after their HIV infection. Similarly all the age groups declined the 
data after their HIV infection. 
Family attitude before and after HIV infection was also examined by 
gender of the respondent and It showed that females were more stigmatized 
and discriminated than their male counterparts (89% vs 75% & 43% vs 
73%). It shows that status of women is still low in Manipur society even 
though a large population of women participated in every field. 
Table 5.2: Percent Distribution Love and Care of Family Member 
Towards PLWHA by HIV/AIDS Status according to Background 
information 
Background information 
Age 
<25 
25-29 
30-34 
35+ 
Sex 
Male 
Female 
Marital status 
Married 
Unmarried 
Widow 
Divorcee 
Education 
Illiterate 
Primary 
Middle School 
Highschool/+2 
Gradate&+2 
Before HIV 
positive 
100.0 
84.1 
91.7 
71.7 
89.7 
75.0 
91.3 
85.7 
70.4 
62.5 
65.0 
100.0 
94.1 
85.4 
84.5 
Atter HIV 
positive 
86.7 
61.4 
58.3 
63.0 
75.3 
42.9 
72.5 
67.3 
33.3 
62.5 
25.0 
80.0 
47.1 
62.5 
79.3 
Number 
15 
44 
48 
46 
97 
56 
69 
49 
27 
8 
20 
10 
17 
48 
58 
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Table 5.2: Percent Distribution Love and Care of Family Member | 
Towards PLWHA by HIV/AIDS Status according to 
information (contd...) 
Work status 
Working 
Not working 
Student 
Father's education 
Illiterate 
Primary 
Middle School 
Highschool+2 
Graduate+ 
Technical 
Mother's Education 
Illiterate 
Primary 
Middle School 
Highschool/+2 
Gradate&+2 
Technical 
Father's occupation 
Govt, job 
Cultivator 
Skilled Labour 
Shopkeeper 
Agricultural labour 
Mother's occupation 
Govt, job 
Cultivator 
Skilled Labour 
Shopkeeper 
Agricultural labour 
Residence 
Rural 
Urban 
Tvoe of famiiv 
Joint 
Nuclear 
Single parenting 
Communitv 
Meitei 
Pangal 
Chingmee 
Non-Manipuri 
80.0 
87.5 
92.9 
73.9 
82.5 
94.7 
84.0 
83.8 
100.0 
84.1 
100.0 
81.3 
86.4 
80.0 
66.7 
85.5 
82.4 
82.6 
78.6 
93.8 
70.6 
90.9 
83.0 
83.7 
92.3 
88.1 
81.9 
83.5 
87.8 
76.9 
83.7 
92.9 
84.6 
50.0 
69.3 
53.1 
78.6 
56.5 
60.0 
47.4 
64.0 
73.0 
88.9 
60.2 
66.7 
75.0 
77.3 
40.0 
100.0 
69.6 
64.7 
65.2 
42.9 
68.8 
64.7 
72.7 
66.0 
53.5 
61.5 
57.6 
67.0 
65.9 
61.2 
53.8 
60.2 
71.4 
69.2 
50.0 
Background 
75 
64 
14 
23 
40 
19 
25 
37 
9 
88 
9 
16 
22 
15 
3 
69 
17 
23 
28 
16 
17 
33 
47 
43 
13 
59 
94 
91 
49 
13 
98 
14 
39 
2 
Attitude of family members before and after HIV infection showed the 
highest degree of change in the affection of family members by HIV status 
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and it clearly showed a deteriorated strain of relationship with a difference of 
37 percentage points when compared with before and after HIV status. In 
other category of marital status though difference is observed but the level is 
much lower. Perhaps this might also explain the position of a daughter in law 
in husband's family when her husband is no more. 
Education makes a difference in the attitude of the family members 
particularly a bipolar way at the extreme ends as illiterate at one end and 
highest level of education at the other. It was higher in illiterates and lowest 
in the highest educated groups. 
The cross examination of current work status and attitude of family 
before and after HIV infection showed that eighty percent (80%) working 
PLWHA got love and care from family members but it reduced to merely 
above sixty nine percent (69.3%) after their family members came to know 
about their HIV status. Similarly students also exhibited a similar pattern and 
the change in the affection due to HIV status was more or less same 
compared to non-working HIV/AIDS persons. 
Parent's education did not have a uniform pattern in regard to the love 
or affection from family members towards PLWHA but it may be noted that 
father's education was more stable than the education of mother. Likewise 
the occupation of parents did not have any pattern to be noted while either 
way when parents were engaged in running small business the love and 
cared enjoyed by them was drastically affected. This might have a strong 
implication of economic condition of the family. 
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The type of family and attitudes before and after HIV infection also 
cross examined. More than eighty three percent (83.5%) PLWHA who were 
in joint family reported that they got love and care before HIV infection but it 
declined to nearly sixty-six percent (65.9%) when they came to know about 
the HIV status. Similarly, about eighty eight percent (87.8%) PLWHA from 
nuclear family reported that they got love and care from their family before 
HIV infection but it declined to sixty one percent (61.2%) after they come to 
know the HIV status. Again, about seventy seven percent (76.9%) PLWHA 
from single parenting got love and care before they infected HIV but only 
about fifty four percent (53.8%) of them reported they got love and care after 
their family members came to know HIV status. It showed that regardless of 
the type of family, the family attitude changes when they came to know 
about the HIV status of the person in the family. 
The change in love and affection towards HIV/AIDS infected persons 
was similar in magnitude whether they were either in urban or rural. 
Nearly eighty-four percent (83.7%) Meitei HIV infected persons got 
love and care from their family before HIV infection but it reduced to about 
sixty percent (60.2%) after family came to know about HIV status of the 
person. Similarly, about ninety three percent (92.9%) Pangal HIV infected 
persons reported they got love and care from their family before HIV 
infection but after the family came to know about their merely HIV infection 
above seventy one percent (71.4%) of them got love and care from their 
family members. 
137 
5.4 NEIGHBOUR'S ATTITUDE 
The attitude of neighbour about stigma and discrimination was also 
examined across the HIV status. Higher age, female, divorcee and widows 
were severely affected due to HIV infection in neighbour's affection and 
association. The love and care of neighbours before and after HIV status 
was not influenced by education of the PLWHA. However a difference was 
noted among students who did not show a change in magnitude of love and 
care by pre and post infection of HIV though non-working patients used to 
manifest a change in magnitude. There was no systematic relationship in the 
love and care of neighbour by parent's educational attainment and 
occupation either. Urban PLWHA had lesser degree of difference in 
neighbour's love and care by HIV status but by community, it was more or 
less similar though a slight advantage was enjoyed by Chingmees. 
Table 5.3: Percent 
Towards PLWHA by 
Information 
Distribution Love 
HIV/AIDS Status 
Background information 
Age 
<25 
25-29 
30-34 
35+ 
Sex 
Male 
Female 
Marital status 
Married 
Unmarried 
Widow 
Divorcee 
Before 
HIV 
positive 
66.7 
79.5 
83.3 
60.9 
67.0 
85.7 
75.4 
61.2 
85.2 
100.0 
and Care of 
according to 
After HIV 
positive 
46.7 
45.5 
27.1 
19.6 
33.0 
30.4 
31.9 
38.8 
25.9 
12.5 
Neighbours 
Background 
Number 
15 
44 
48 
46 
97 
56 
69 
49 
27 
8 
Table 5.3: Percent Distribution Love 
Towards PLWHA by 
Information (contd...) 
Education 
Illiterate 
Primary 
Middle School 
Highschool/+2 
Gradate&+2 
Work status 
Working 
Not working 
Student 
Father's education 
Illiterate 
Primary 
Middle School 
Highschool+2 
Graduate+ 
Technical 
Mother's Education 
Illiterate 
Primary 
Middle School 
Highschool+2 
Graduate+ 
Technical 
Father's occupation 
Govt, job 
Cultivator 
Skilled Labour 
Shopkeeper 
Agricultural labour 
Mother's occupation 
Govt, job 
Cultivator 
Skilled Labour 
Shopkeeper 
Agricultural labour 
Residence 
Rural 
Urban 
Type of family 
Joint 
Nuclear 
Single parenting 
Community 
Meitei 
Pangal 
Chingmee 
Non-Manipuri 
and Care 
HIV/AIDS Status according 
75.0 
70.0 
58.8 
75.0 
77.6 
77.3 
70.3 
71.4 
73.9 
70.0 
63.2 
92.0 
73.0 
66.7 
71.6 
66.7 
62.5 
90.9 
80.0 
66.7 
73.9 
64.7 
87.0 
67.9 
75.0 
88.2 
69.7 
70.2 
79.1 
61.5 
74.6 
73.4 
78.0 
67.3 
69.2 
71.4 
85.7 
76.9 
50.0 
30.0 
20.0 
17.6 
31.3 
39.7 
33.3 
21.9 
71.4 
21.7 
37.5 
10.5 
36.0 
29.7 
77.8 
30.7 
22.2 
37.5 
31.8 
33.3 
66.7 
37.7 
5.9 
43.5 
17.9 
43.8 
29.4 
30.3 
29.8 
30.2 
53.8 
22.0 
38.3 
36.3 
26.5 
23.1 
33.7 
35.7 
25.6 
50.0 
of Neighbours 
to Background 
20 
10 
17 
48 
58 
75 
64 
14 
23 
40 
19 
25 
37 
9 
88 
9 
16 
22 
15 
3 
69 
17 
23 
28 
16 
17 
33 
47 
43 
13 
59 
94 
91 
49 
13 
98 
14 
39 
2 
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The above discussions clearly show that there is still stigma and 
discrimination when the family or neighbours come to know about the HIV 
status of the person even though the degree is different. 
The study also tried to assess and examine the attitude of the peer 
groups among the HIV infected persons. The information was gathered in 
the field work however, the results are not presented in tabular form since 
the peer groups are quite supportive and have a close solidarity among them 
when any eventuality arise. The classified information on the basis of the 
background variables showed that there was not much change in the pattern 
of cohesive attitude among themselves. Therefore this information is 
presented in greater detail. One of the best examples is the 
institutionalisation of Manipur Network of HIV Positive People (MNP+) which 
is a formal organisation of the HIV positive people, for HIV positive by HIV 
positive people. This study also owes a great deal to this organisation which 
kindly helped a lot to reach to the HIV positive people for field work. Thus, it 
can be concluded that regardless of background of PLWHA, HIV infected 
peers or persons did not show any stigma and discrimination among 
themselves. 
5.5 SOCIAL PUNISHMENT FOR HIV POSITIVE (BEING DRUG ADDICT) 
In Manipur the HIV infection has an established relationship with drug 
behaviour. In the early days of HIV outbreak in the state majority of positive 
persons used to have a connection injecting drug use. In such situation 
social activists used to take up punitive action against the drug abusers in 
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form of complete shaving of hair, beat-up, by the local organisations 
Including localised social clubs, Meirapaibee (women's organisation at local 
level), students' organisation (AMSU) and besides that other militant outfits 
also punished them with sever blow including a shot in the leg or non fatal 
parts of body. 
Table 5.4 presents that older people (23%), female(25%), 
widow(30%), illiterate and less educated(30%), non working (24%),from 
urban areas(28%) and belonging to nuclear families(27%) used to report of 
being threatened by these social activist. But there is not much difference of 
parent's education and occupation. 
Table 5.4: Percent Distribution of Threat Perception of PLWHA 
according to Bacitground Information 
Background information 
Age 
<25 
25-29 
30-34 
35+ 
Sex 
Male 
Female 
Marital status 
Married 
Unmarried 
V\/idow 
Divorcee 
Education 
Illiterate 
Primary 
Middle School 
Highschool/+2 
Gradate&+2 
Community 
Meitei 
Pangal 
Chingmee 
Non-Manipuri 
Yes 
13.3 
20.5 
22.9 
23.9 
19.6 
25.0 
20.3 
20.4 
29.6 
12.5 
30.0 
30.0 
29.4 
18.8 
17.2 
25.5 
14.3 
15.4 
-
No Number 
86.7 15 
79.5 44 
77.1 48 
76.1 46 
80.4 97 
75.0 56 
79.7 69 
79.6 49 
70.4 27 
87.5 8 
70.0 20 
70.0 10 
70.6 17 
81.3 48 
82.8 58 
74.5 98 
85.7 14 
84.6 39 
100.0 2 
141 
Table 5.4: Percent Distribution of Threat Perception of PLWHA 
according to Background Information (contd...) 
Work status 
Working 
Not working 
Father's education 
Illiterate 
Primary 
Middle School 
HiQhschool+2 
Graduate-*-
Technical 
Mother's Education 
Illiterate 
Primary 
Middle School 
Hiahschool-i-2 
Graduate-*-
Technical 
Father's occupation 
Govt, iob 
Cultivator 
Skilled Labour 
Shopkeeper 
Agricultural labour 
Mother's occupation 
Govt, iob 
Cultivator 
Skilled Labour 
Shopkeeper 
Aaricultural labour 
Residence 
Rural 
Urban 
Tvpe of family 
Joint 
Nuclear 
Sinole oarentina 
18.7 
24.4 
26.1 
22.5 
10.5 
20 
24.3 
22.2 
20.5 
43.8 
18.2 
26.7 
18.8 
17.6 
39.1 
28.6 
11.8 
15.2 
25.5 
27.9 
15.4 
11.9 
27.7 
17.6 
26.5 
30.8 
81.3 
75.6 
73.9 
77.5 
89.5 
80 
75.7 
77.8 
79.5 
100 
56.3 
81.8 
73.3 
100 
81.2 
82.4 
60.9 
71.4 
100 
88.2 
84.8 
74.5 
72.1 
84.6 
88.1 
72.3 
82.4 
73.5 
69.2 
75 
78 
23 
40 
19 
25 
37 
9 
88 
9 
16 
22 
15 
3 
69 
17 
23 
28 
16 
17 
33 
47 
43 
13 
59 
94 
91 
49 
13 
5.6 DISCRIMINATION PERCEIVED BY FAMILY MEMBERS 
Discrimination of neighbours and friends to the family members of PLWHA is 
a common phenomenon associated with HIV even if there was a person in 
the family. The study incorporates a few questions from the member of the 
family to examine such situation. A few of these variables are tabulated to 
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understand the stigma and discrimination faced by other members of the 
family besides the HIV infection person. Table 5.5 presents this information 
and it showed that forty-six percent (46%) of families suffered a sense of 
alienation by neighbours and friends through not talking to them and 
behaving differently due to the presence of HIV infected persons though half 
of them reported having a normal relationship. 
Table 5.5 Distribution of Neighbours Attitude to Family Members of 
PLWHA by Background Information 
Background information 
Education 
Illiterate 
Literate 
Middle school 
High school 
Higher sec. & above 
Household income 
<2500 
2501-5000 
5001 + 
Occupation 
Profession 
Cultivator 
Any Other 
Relationship 
Parents 
Other 
Total 
People do 
not about 
HIV status 
— 
9.1 
— 
9.1 
5.3 
20.0 
4.3 
-
— 
— 
12.0 
6.1 
5.9 
6.0 
As 
usual 
100.0 
45.5 
20.0 
54.5 
42.1 
30.0 
52.2 
52.9 
52.9 
50.0 
44.0 
42.4 
58.8 
48.0 
Not 
talked/ 
behaved 
differently 
45.5 
80.0 
36.4 
52.6 
50.0 
43.5 
47.1 
47.1 
50.0 
44.0 
51.5 
35.3 
46.0 
Number 
4 
11 
5 
11 
19 
10 
23 
17 
17 
8 
25 
33 
17 
50 
It was found that education of the respondent of the household did not 
have any systematic relationship with discrimination of the neighbours and 
friends but it may be noted that better-off families, having good professions 
and other members of the family reported having a usual relationship. When 
examined only of different attitude of the neighbours and friends there is no 
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systematic pattern to explain. The reasons might be two fold that the people 
of the state are well aware of the problem of HIV (transmission and cause) 
and secondly the presence of the any HIV infected people does not affect 
the normal life in the locality. 
5.7 MARITAL CONFLICT AND PLIGHT OF HIV INFECTED WOMEN 
In chapter - III it had already been discussed that nearly fifty-two percent 
(51.8%) of HIV positive women had reported to have been marital conflict in 
the family due to their positive status. The detached information about it is 
presented in Table 5.6 where a higher proportion of older women, divorcees, 
better educated, non-working women living in urban areas and belonging to 
joint families reported to have experienced more marital conflict than their 
counterparts. There was no conclusive pattern of marital conflict due to the 
parents characteristics such as education or occupation. In fact though 
parents' characteristics might place the women a cushion for the shocks of 
such problem in reality it might not act in the way as expected. 
Table 5.6: Percent Distribution Women with HIV/AIDS by Marital 
Conflict according to Background Information 
Background information 
Age 
25-29 
30-34 
35+ 
Marital status 
Married 
Widow 
Divorcee 
Education 
Illiterate 
Primary 
Middle School 
Highschool/+2 
Gradate&+2 
Yes 
38.9 
63.6 
61.5 
52.6 
51.9 
71.4 
50.0 
50.0 
57.1 
61.5 
53.3 
No 
61.1 
36.4 
38.5 
47.4 
48.1 
28.6 
50.0 
50.0 
42.9 
38.5 
46.7 
Number 
18 
22 
13 
19 
27 
7 
14 
4 
7 
13 
15 
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Table 5.6: Percent Distribution Women with HIV/AIDS by Marital 
Conflict according to Background Information (contd...) 
Work status 
Working 
Not working 
Father's education 
Illiterate 
Primary 
Middle School 
Highschool+2 
Graduate+ 
Technical 
Mother's Education 
Illiterate 
Primary 
Middle School 
Highschool/+2 
Gradate&+2 
Technical 
Father's occupation 
Govt, job 
Cultivator 
Skilled Labour 
Shopkeeper 
Agricultural labour 
' Mother's occupation 
Govt, job 
Cultivator 
Skilled Labour 
i Shopkeeper 
! Agricultural labour 
36.0 
71.4 
66.7 
45.5 
12.5 
70.0 
58.3 
100.0 
50.0 
-
66.7 
50.0 
75.0 
100.0 
58.3 
33.3 
81.8 
37.5 
25.0 
71.4 
41.7 
60.0 
45.5 
66.7 
64.0 
28.6 
33.3 
54.5 
87.5 
30.0 
41.7 
-
50.0 
100.0 
33.3 
50.0 
25.0 
- - -
41.7 
66.7 
18.2 
62.5 
75.0 
28.6 
58.3 
40.0 
54.5 
33.3 
25 
28 
9 
11 
8 
10 
12 
3 
34 
1 
3 
6 
8 
1 
24 
6 
11 
8 
4 
7 
12 
20 
11 
3 
Residence 
Rural 34.8 65.2 23 
Urban 70.0 30.0 30 
Type of family 
Joint 62.5 37.5 32 
Nuclear 37.5 62.5 16 
Single parenting 60.0 40.0 5 
In the above chapter, it has mentioned that more than sixty four 
percent (64%) of HIV infected women were ignored for being HIV status. The 
cross-examination of age and ignored for being HIV infected women showed 
that the highest proportion (71.4%) of infected women whose age group 
(35+) ignored or neglected for being HIV status compared to thirty-five 
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percent (35%) whose age group (25-29) respectively. It seems that the 
higher age group is directly proportionate to the increase of ignore or neglect 
for HIV infected women. It seems that the family members are tired of taking 
care for many years. Only the widows are better than any other group either 
married, unmarried or divorcees. Society seems to consider HIV positive 
women due to their loose character and are looked down even though they 
got infected from their spouses. Unmarried HIV infected women are also 
considered as immoral by society and the only cause of HIV infection to 
them is their loose character. They are thus highly ignored or neglected. 
There is not set pattern of neglected to HIV infected women by their 
educational attainment. This shows that HIV is dreaded irrespective of the 
achieved characteristics. Chingmee women faced the highest proportion of 
being ignored (66.7%) compared to either Meitei (51.4%) or Pangal women 
(33.3%). This could be due to sampling. Non working women also are more 
likely to be ignored than the working counterpart. This may relate to 
economic power. 
There is hardly any unique pattern of ignorance to women HIV 
positive according to their residence. This implies that the level of ignorance 
is same no matter where she lives either in rural or urban, by type of family 
and as usual the characteristics of her parents. 
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Table 5.7: Percent Distribution Women with HIV/AIDS who 
Experience Ignorance or Neglect according to Background 
Information 
Background information 
Age 
25-29 
30-34 
35+ 
Marital status 
Married 
Unmarried 
Widow 
Divorcee 
Education 
Illiterate 
Primary 
Middle School 
Highschool/+2 
Gradate&+2 
j Yes 
35.0 
! 63.6 
71.4 
63.2 
66.7 
44.4 
71.4 
i 62.5 
60.0 
57.1 
i 38.5 
1 60.0 
No 
65.0 
36.4 
28.6 
36.8 
33.3 
55.6 
28.6 
37.5 
: 40.0 
42.9 
61.5 
40.0 
Work status 
Working 
Not working 
Student 
Community 
Meitei 
Pangal 
Chingmee 
Father's education 
Illiterate 
Primary 
Middle School 
Highschool+2 
Graduate* 
Technical 
Mother's Education 
Illiterate 
Primary 
Middle School 
Highschool/+2 
Gradate&+2 
Technical 
Father's occupation 
Govt, job 
Cultivator 
Skilled Labour 
Shopkeeper 
Agricultural labour 
Number 
20 
22 
14 
19 
3 
27 
7 
16 
5 
7 
13 
15 
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Table 5.7: Percent Distribution Women with HIV/AIDS who 
1 Experience Ignorance 
1 Information (contd...) 
Mother's occupation 
Govt, job 
Cultivator 
Skilled Labour 
Shopkeeper 
Agricultural labour 
Residence 
Rural 
Urban 
Tvoe of family 
Joint 
Nuclear 
Single parenting 
\ Relationship 
Mother 
Father 
Brother-Sister 
Husband 
or Neglect according to Background 
( 
71.4 
75.0 
52.4 
: 38.5 
33.3 
56.5 
54.5 
\ 51.5 
47.1 
! 100.0 
i 66.7 
; 40.0 
\ 33.3 
: 53.3 
28.6 
25.0 
47.6 
61.5 
66.7 
43.5 
45.5 
48.5 
52.9 
-
33.3 
60.0 
66.7 
46.7 
7 
12 
21 
13 
3 
23 
33 
33 
17 
u6 
3 
5 
3 
15 
The ignored women due to HIV status was further probed a little 
deeper to understand the persons who were most likely to make them 
ignored. This information is presented in Table 5.8. In all cases as expected 
the HIV positive women are ignored mostly by the neighbours, other places 
than family. In all categories of background characteristics, they are more or 
less equally ignored in each category, possibly the highest among the non 
working women. The only major difference can be observed with those 
women who were working and living in urban areas who were mostly ignored 
by their neighbours. 
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Table 5.8: Percent Distribution Ignored HIV/AIDS 
Women by Background Information 
Family Others 
member (neighbour) 
• Age ! 
25-29 28.6 71.4 
30-34 
35+ 
14.3 85.7 
30.0 1 70.0 
I Marital status i 
Married ! 33.3 : 66.7 
Unmarried 50.0 ; 50.0 
Widow 
Divorcee 
Education 
Illiterate 
Primary 
Middle School 
Highschool/+2 
Gradate&+2 
Communitv 
Meitei 
Pangal 
Chingmee 
Work status 
Working 
Not working 
Student 
Father's education 
Illiterate 
Primary 
Middle School 
Highschool+2 
Graduate+ 
Technical 
Mother's Education 
Illiterate 
Middle School 
Highschool/+2 
Gradate&+2 
Technical 
16.7 1 83.3 
100.0 
40.0 60.0 
33.3 I 66.7 
-
-
22.2 
100.0 
100.0 
77.8 
1 
22.2 j 77.8 
100.0 
16.7 
46.2 
5.9 
-
25.0 
25.0 
66.7 
-
12.5 
100.0 
22.2 
50.0 
33.3 
14.3 
-
83.3 
53.8 
94.1 
100.0 
75.0 
75.0 
33.3 
100.0 
87.5 
-
77.8 
50.0 
66.7 
85.7 
100.0 
Number 
7 
14 
10 
12 
2 
12 
5 
10 
3 
4 
5 
9 
18 
1 
12 
13 
17 
1 
4 
8 
3 
7 
8 
1 
18 
2 
3 
7 
1 
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Table 5.8: Percent Distribution Ignored HIV/AIDS 
Women by Background Information (contd. 
Father's occupation 
Govt, job 
Cultivator 
Skilled Labour 
20.0 
40.0 
20.0 
80.0 
60.0 
80.0 
Shopkeeper i 25.0 75.0 
Agricultural labour - j 100.0 
Mother's occupation 
Govt, job -
Cultivator i 33.3 
' 
100.0 
66.7 
Skilled Labour 36.4 63.6 
Shopkeeper 1 -
Agricultural labour ! -
Residence 
Rural 
Urban 
Tvpe of family 
Joint 
38.5 
11.1 
100.0 
100.0 
61.5 
88.9 
17.6 82.4 
Nuclear ! 37.5 
Single parenting 16.7 
62.5 
83.3 
•) 
^ 
15 
! 5 
1 5 
1 4 
2 
1 
i 5 
I 9 
: 1 1 
5 
! 1 
13 
! 1 8 
1 17 
i 8 
16 
i 
1 
1 
! 
' 
i 
5.8 PROBLEM FACED BY THE HIV INFECTED PERSONS 
The problem faced by the HIV/AIDS persons, it is reported that about one 
third (34.6%) HIV infected persons faced physical deterioration and financial 
problem for their treatment. It is found that more than twenty-two percent 
(22.2%) of them faced stigma and discrimination compared to more than 
seventeen percent (17.6%) of the reported about depression and worried 
about their condition. Again about ten percent (9.8%) of them reported that 
they worried of their children future as they were going to die sooner or later. 
About five percent (5.2%) felt apprehension of the lot of their children and 
would like to live a little longer. Meanwhile another 5% HIV infected persons 
expressed that they did not have any serious problems at the time of 
interview. 
150 
5.9 ECONOMIC IMPLICATION OF HIV/AIDS 
A single AIDS related illness or death can devastate an entire household 
through the loss family income the strain caused by prohibitive medical and 
funeral costs, or the stigma sometimes attached to families affected by AIDS 
(Danziger 1994). As these members weaken or die the remaining family 
members and friends are further traumatized. HIV/AIDS affect the 
household income and expenditure in different v\^ ays. The supply of 
household labour caused by HIV /AIDS morbidity and mortality leads to the 
drop of household income. Household expenditure is increased, given the 
priority of household income, to spend more on medical care and funerals of 
the AIDS illness or death. Danziger has subdivided the impact of HIV/AIDS 
as economic and demographic, labour productivity, pressure on the health 
sector, the role of families and households and individuals. 
In the present study following variables are used for examining the 
economic burden of PLWHA in Manipur. The variables are: treatment of 
PLWHA, cost of treatment, income of the currently working PLWHA, the 
duration of not working for the currently non-working PLWHA, the duration of 
the infection since the person knew of his or her HIV status, the financial 
support of health care and treatment. 
In chapter III, it was already mentioned that more than sixty-nine 
percent (69%) got treatment for HIV/AIDS. It seems that only those PLWHA, 
who can afford for anti-retroviral drugs got treatment and many PLWHA, are 
dying due to non-affordability of treatment expenditure. 
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Majority of PLWHA got treatment for HIV and it is highest among less 
than twenty-five age group i.e. 93%. Compared to male, a higher proportion 
of females got treatment (88%). All divorcees and primary level educated 
HIV infected females got treatment. Compared to others communities 
Chingmees had reported higher proportion of taking treatment. People 
belonging to nuclear family were more likely to have taken treatment of HIV 
than the other type of families. Rural-urban differential is marginal and even 
rural counterparts had treatment than urban groups. 
I Table 5.9 Distribution of Treatment Seeking of HIV/AIDS Patient 
I by Background information 
Age 
<25 
25-29 
30-34 
35+ 
Sex 
Male 
Female 
Marital status 
Married 
Unmarried 
Widow 
Divorcee 
Education 
Illiterate 
Primary 
Middle School 
Highschool/+2 
Gradate&+2 
Community 
Meitei 
Pangal 
Chingmee 
Non-Manipuri 
Work status 
Working 
Not working 
Yes 
93.3 
77.3 
81.3 
87.0 
80.4 
87.5 
78.3 
83.7 
88.9 
100.0 
90.0 
100.0 
76.5 
81.3 
81.0 
81.6 
78.6 
87.2 
100.0 
78.7 
87.2 
No 
6.7 
22.7 
18.8 
13.0 
19.6 
12.5 
21.7 
16.3 
11.1 
10.0 
23.5 
18.8 
19.0 
18.4 
21.4 
12.8 
21.3 
12.8 
Number 
15 
44 
48 
46 
97 
56 
69 
49 
27 
8 
20 
10 
17 
48 
58 
98 
14 
39 
2 
75 
78 
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Table 5.9 Distribution of Treatment Seeliing of HIV/AIDS Patient 
by Background Infonnation (contd. 
Father's education 
Illiterate 
Primary 
Middle School 
Highsctiool+2 
Graduate+ 
Technical 
iVIother's Education 
Illiterate 
Primary 
Middle School 
Highschool+2 
Graduate* 
Technical 
Father's occupation 
Govt, job 
Cultivator 
Skilled Labour 
Shopkeeper 
Agricultural labour 
! Mother's occuoation 
j Govt, job 
1 Cultivator 
{ Skilled Labour 
1 Shopkeeper 
Agricultural labour 
Residence 
Rural 
Urban 
Type of familv 
Joint 
Nuclear 
Single parenting 
• ) 
91.3 
85.0 
84.2 
72.0 
83.8 
77.8 
86.4 
55.6 
81.3 
72.7 
93.3 
100.0 
78.3 
94.1 
82.6 
85.7 
87.5 
76.5 
84.8 
85.1 
81.4 
84.6 
84.7 
81.9 
76.9 
93.9 
84.6 
-
8.7 
15.0 
15.8 
28.0 
16.2 
22.2 
13.6 
44.4 
18.8 
27.3 
6.7 
-
21.7 
5.9 
17.4 
14.3 
12.5 
23.5 
15.2 
14.9 
18.6 
15.4 
15.3 
18.1 
23.1 
6.1 
15.4 
23 
40 
19 
25 
37 
9 
1 
88 
9 
16 
22 
15 
3 j 
69 
17 
23 
28 
16 
17 
33 
47 
43 
13 
59 
94 
91 
49 
13 
The present study also collected Information from fifty family members 
for the treatment expenditure of their HIV infected family members of 
PLWHA. In the studied sample 36% of family spent upto Rs. 7000 and still 
another 40% spent more than Rs. 10,000 on treatment. Age and treatment 
expenditure were related proportionately. Higher expenditure was associated 
with older age. Male patients tend to spend more than female patients as is 
evident from Table 5.10. Higher education tends to move with higher amount 
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of treatment. The illiterate and primary educated reporting persons tend to 
say similar proportions of expenditure in all categories. It may be expected 
that better household income might linked with higher amount of treatment 
but this study population did not show this relationship also though it is more 
consistent with highest household income bracket. This data supports one 
fact that if the reporting person is occupied with professional job he tends to 
have a higher amount of treatment expenditure. Probably this may be in tune 
with better economic condition and affordability of treatment expenditure. 
Table 5.10 Distribution of Treatment Expenditure Reported 
by Family Members 
Age 
<35 
35-49 
50+ 
Sex 
Male 
Female 
Education 
Illiterate 
Literate 
Middle School 
High School 
Higher Sec. & Above 
Occupation 
Profession 
Cultivator 
Other 
Household income 
<2500 
2501-5000 
5001 + 
Total 
Upto Rs. 
7000 
46.2 
27.3 
33.3 
34.8 
36.8 
33.3 
33.3 
50.0 
44.4 
29.4 
21.4 
50.0 
40.9 
33.3 
44.4 
26.7 
35.7 
7000-
10000 
15.4 
36.4 
22.2 
21.7 
26.3 
33.3 
33.3 
25.0 
11.1 
23.5 
28.6 
33.3 
18.2 
11.1 
22.2 
33.3 
23.8 
More 
than 
10000 
38.5 
36.4 
44.4 
43.5 
36.8 
33.3 
33.3 
25.0 
44.4 
47.1 
50.0 
16.7 
40.9 
55.6 
33.3 
40.0 
40.5 
Number 
13 
11 
18 
23 
19 
3 
9 
4 
9 
17 
14 
6 
22 
9 
18 
15 
42 
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The cross-examination of and financial support of PLWHA is 
presented in Table 5.11 to examine the source of financial support of their 
treatment. It is found that older patients relied on self-financing while 
younger patients on family income. Male patients relatively fall on friends 
and relative compared to female counterparts. Except for married, 
unmarried, widows and divorcees rely on the family income while unmarried 
and widows take on friends and relatives. In chapter-IV of the present study 
it was noted that nearly seventy-seven (76.8%) of females infected from their 
Hl\/+ husband, in Manipur, women work hard in each field and took 
household responsibility. It seems that even after they got infected with HIV 
or became widow after their husband's death, they worked and sustained to 
live with less dependency to their families. 
Education makes more on family income while unexpectedly the 
illiterates fall on self financing. A higher proportion of Pangal and non-
working patients are supported by the family income for treatment. Nearly 
six out of ten (58.7%) of currently working PLWHA is financially supported by 
themselves compared to nearly twenty-six (25.6%) percent of non-working 
PLWHA. 
Parents' education and occupation did not show any set trend of 
financial support for treatment. But it may be observed that if the parents' 
occupation is a government job they are more likely to be supported at the 
family level. Patients living in urban areas single parenting families tend to 
have more reliance on the friends and relatives. 
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Table 5.11 Distribution of the Source of treatment Expenditure 
of PLWHA by Background Information 
Family Friends/ 
Background information member Self relatives Number 
Age 
<25 66.7 20.0 13.3 15 
25-29 63.6 29.5 6.8 44 
30-34 50.0 47.9 2.1 48 
35+ 32.6 54.3 13.0 46 
Sex 
Male 49.5 41.2 9.3 97 
Female 51.8 42.9 5.4 56 
Marital status 
Married 46.4 47.8 5.8 69 
Unmarried 51.0 38.8 10.2 49 
Widow 48.1 40.7 11.1 27 
Divorcee 87.5 12.5 - 8 
Education 
Illiterate 35.0 65.0 20 
Primary 60.0 30.0 10.0 10 
Middle School 35.3 52.9 11.8 17 
Highschool/+2 52.1 39.6 8.3 48 
Gradate&+2 56.9 34.5 8.6 58^ 
Community 
Meitei 
Pangal 
Chingmee 
Non-Manipuri 
Work status 
Working 
Not working 
Student 
Father's education 
Illiterate 
Primary 
Middle School 
Highschool+2 
Graduate* 
Technical 
Mother's Education 
Illiterate 
Primary 
Middle School 
Highschool+2 
Graduate+ 
Technical 
49.0 
71.4 
48.7 
-
33.3 
67.2 
64.3 
34.8 
52.5 
47.4 
60.0 
51.4 
55.6 
50.0 
55.6 
43.8 
31.8 
80.0 
66.7 
41.8 
28.6 
43.6 
100.0 
58.7 
25.0 
28.6 
65.2 
37.5 
47.4 
28.0 
37.8 
44.4 
43.2 
44.4 
37.5 
54.5 
20.0 
33.3 
9.2 
7.7 
8.0 
7.8 
7.1 
10.0 
5.3 
12.0 
10.8 
6.8 
18.8 
13.6 
98 
14 
39 
2 
75 
64 
14 
23 
40 
19 
25 
37 
9 
88 
9 
16 
22 
15 
3 
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1 Table 5.11 Distribution of the Source of Treatment Expenditure 
1 of PLWHA by Background Infomiation (contd. 
: Father's occupation 
Govt, job 
Cultivator 
Skilled Labour 
Shopkeeper 
Agricultural labour 
Mother's occupation 
Govt, job 
Cultivator 
Skilled Labour 
Shopkeeper 
Agricultural labour 
Residence 
Rural 
Urban 
Tvpe of familv 
Joint 
Nuclear 
Single parenting 
52.2 
41.2 
39.1 
53.6 
62.5 
52.9 
51.5 
38.3 
58.1 
61.5 
52.5 
48.9 
54.9 
44.9 
38.5 
40.6 
58.8 
47.8 
35.7 
31.3 
41.2 
45.5 
55.3 
30.2 
23.1 
45.8 
39.4 
38.5 
49.0 
38.5 
. .) 
7.2 
13.0 
10.7 
6.3 
5.9 
3.0 
6.4 
11.6 
15.4 
1.7 
11.7 
6.6 
6.1 
23.1 
69 
17 
23 
28 
16 
17 
33 
47 
43 
13 
59 
94 
91 
49 
13 
As HIV infection has, a long incubation period before arriving AIDS 
stage the visible consequences of AIDS also take a long time. This epidemic 
is associated with other diseases. To access the precise economic impact of 
PLWHA is very difficult. The economic impact or burden includes both direct 
and indirect cost. Direct cost implies the cost of prevention, treatment and 
care like cost of medicine, diagnosis; care of HIV infected person or orphans, 
expenditure in funeral and ritual rites of the deceased. The indirect cost 
includes the loss of income and manpower due to the premature death of 
young productive and reproductive youths in their prime working age. This 
loss of skill and experience workers or earning members made the downfall 
of productivity and per capita income of the country. This study tries to 
explore the hard facts of the loss of mandays due to HIV/AIDS. 
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The loss of mandays is analysed in terms of median number months 
not worked. The reason for using median in place of mean is because of the 
fact the mean is always affected by the extreme values of the distribution. 
Median number is the value of middle point of the distribution. This means 
the half of the distribution lie above the median value the other half below 
the median value. 
Table 5.12 Distribution Median Number of Non-Working Months 
of PLWHA by Background Information 
Age 
<25 
25-29 
30-34 
35+ 
Sex 
Male 
Female 
Marital status 
Married 
Unmarried 
Widow 
Divorcee 
Education 
Illiterate 
Primary 
Middle School 
Highschool/+2 
Gradate&+2 
Community 
Meitei 
Pangal 
Chingmee 
Father's education 
Illiterate 
Primary 
Middle School 
Highschool+2 
Graduate+ 
Technical 
Median 
4 
9.5 
6 
12 
7 
7 
6 
6.5 
9.5 
6 
7 
10 
12 
7 
6 
7 
3.5 
14 
4 
6 
12 
9.5 
9.5 
17 
Number 
8 
26 
25 
19 
47 
31 
33 
28 
12 
5 
9 
7 
9 
27 
26 
47 
10 
21 
12 
24 
11 
8 
18 
5 
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Table 5.12 Distribution Median Number of Non-Working Months 
of PLWHA by Background Information (contd...) 
Mother's Education 
Illiterate 
Primary 
Middle School 
Highschooi+2 
Graduate+ 
Technical 
Father's occupation 
Govt, job 
Cultivator 
Skilled Labour 
Shopkeeper 
Agricultural labour 
Mother's occupation 
Govt, job 
Cultivator 
Skilled Labour 
Shopkeeper 
Agricultural labour 
Residence 
Rural 
Urban 
Tvoe of familv 
Joint 
Nuclear 
Single parenting 
Total 
7 
12 
5.5 
6 
8 
26.5 
11 
2 
5.5 
7 
8 
6 
12 
6 
7 
5 
6 
7 
6 
9 
6 
7 
47 
5 
8 
6 
10 
2 
35 
6 
14 
15 
8 
8 
17 
22 
23 
8 
30 
48 
47 
25 
6 
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As matter of fact the older people have lost more number of months 
due to HIV/AIDS such that in age 35 and above have lost almost one year 
compared to only 4 months among the youngest age group. There is no 
difference in median number of months by gender of patients but if it the 
widows who have lost a larger number of months than any other groups. 
Educational attainment and loss of mandays does not show any pattern but 
lower educated people have reported a higher number of months lost. This 
study reveals a fact that Chingmees have the highest toll of manpower loss 
of more than one year compared to other communities. Those in the nuclear 
159 
family reported to have lost on an average 3 months than either joint or 
single parenting families. No conclusive deduction can be made from the 
parents' information. 
An attempt was made to enquire the economic situation of the 
families of people living with HIV/AIDS from the family members. This 
information may provide a better understanding of how the treatment of the 
these people can lead to any change in the economic situation as whole and 
in part if they get any subsidy from either government or NGOs (if any) to 
support their treatment. All the family members of PLWHA reported that they 
faced the fall in economic condition of their family due to continued financial 
support or medical care of HIV/AIDS infected persons. 
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Chapter--VI 
Existing Policy and Programme of HIV/AIDS 
6.1 INTRODUCTION 
This chapter deals with the existing policies and programmes of preventing 
and controlling HIV/AIDS at global, national and state level. The later part of 
this chapter includes findings regarding the policies needed for controlling 
and preventing HIV/AIDS in the state as reported by the head of family of 
PLWHA and local leaders who knew HIV/AIDS Infected persons in their 
neighbours and locality. It also includes few case histories of people living 
with HIV/AIDS infected persons. 
6.2 GLOBAL AIDS POLICY 
Globally, the AIDS response is moving into a new phase. Political 
commitment has grown stronger, grass-root mobilization is becoming more 
dynamic, funding Is increasing, treatment programmes are shifting into gear, 
and prevention efforts are being expanded (UNAIDS, 2003). 
The following was Global AIDS strategy -1992, as quoted by Dr. 
Lisam in his book "HIV/AIDS and You" (2004). 
1. Adequate and equitable provision of health care to the 
growing number of HIV Infected people with HIV/AIDS 
2. Treatment of other STDs, which increase peoples biological 
vulnerability to HIV infected. 
3. Reduction of women's social vulnerability to HIV infection, by 
improving their health, education, legal status and economic 
prospects. 
4. A more supportive socio-economic environment for AIDS 
prevention. 
5. Immediate planning in anticipation of the pandemic's socio-
economic impact. 
6. A greater focus on conveying effectively the compelling public 
health rational for overcoming stigmatization and 
discrimination. 
Main objective of Global AIDS strategy 1992 are-
1. to prevent infection with HIV 
2. to reduce the personal & social impact of HIV infection to 
mobilize and unify national and international efforts against 
AIDS. 
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6.3 GLOBAL AIDS PROGRAMME 
The Global HIV/AIDS programme was created in 2002 to address the 
HIV/AIDS pandemic from a cross sectoral perspective. The programme 
offers global learning and knowledge sharing on approaches and best 
practices to addressing HIV/AIDS. A key function of the Global HIV/AIDS 
Programme is to lead the monitoring and evaluation efforts of UNAIDS 
partners at country level. 
The programme is actively working to: 
• Strengthen the capacity to respond to the needs of national 
governments, civil society and other stakeholders 
• Share and expand available knowledge about effective approaches to 
HIV/AIDS and develop new approaches 
• Improve the quality of monitoring and evaluation and build capacity in 
this area among partners working in AIDS related projects and 
programmes at country level. 
6.3.1 PARTNERSHIP 
Since its inception in 2000, the Health and Human Service/Centre for 
Disease Control and Prevention, Global AIDS Program (GAP) has worked to 
mitigate the devastating effects of HIV/AIDS around the world, collaborating 
with diverse partners: 
• Host country governments 
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• U.S. government agencies 
• Other donor countries and organization, including the private sector 
• International health organizations 
• Non-governmental organization, including faith-based organization 
• Universities 
6.3.2 STRATEGY 
• Prevention: Behaviour change, prevention of HIV in drug using 
populations, voluntary counselling and testing (VCT), 
prevention/treatment of sexually transmitted infection, blood safety, 
youth strategy public-private partnerships 
• HIV/AIDS treatment and Care: Appropriate use of antiretroviral therapy, 
prevention of mother-to-child transmission, prevention/treatment of 
tuberculosis, palliative care 
• Surveillance and Infrastructure Development: Surveillance, informatics, 
training, laboratory support, monitoring and evaluation 
6.4. U.S. PRESIDENT'S EMERGENCY PLAN FOR AIDS RELIEF 
On January 28, 2003, during the State of the Union Address, President Bush 
announced, "The President's Emergency Plan for AIDS Relief (The 
Emergency Plan), a five-year, $15 billion initiative to combat the global 
HIV/AIDS pandemic. These resources focus primarily on 15 of the most 
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afflicted countries in the world. Specially, The Emergency Plan is intended to 
treat 2 million HIV-infected people, prevent 7 million new infections, and care 
for 10 million HIV-infected individuals and AIDS orphans. 
(http://www.state.gOv/s/gac/). 
Under co-ordination of the State Department Global AIDS 
Coordinator's Office, HHS/CDC GAP partners with other U.S. government 
agencies, including the National Institutes of Health, the Health Resources 
Services Administration, and the United States Agency for International 
Development to achieve The Emergency Plan goals in the 15 focus 
countries. At the same time, GAP continues to provide vital support to all 25 
of the GAP country programs and four regional programs. 
6.5. HOME-BASED CARE 
The GAP-supported Homes Based AIDS Care Project studies how people 
living in rural, resource-limited settings can best access quality, 
comprehensive HIV care and treatment that include antiretroviral (ARV) 
therapy. This project provides a basic preventive care package that includes 
voluntary HIV treating and counselling to family members of persons with 
HIV in the home; HIV prevention education; TB screening and treatment; 
safe water; provision of cotrimoxazole prophylaxis, an antibiotic to prevent 
infections and prolong life; and ARV treatment and adherence support. 
In response to HIV-harm minimization and flexible goals in UK 
between 1987 to 1993 major changes witnessed in working philosophy and 
practices in drug services. Recognising that many people who inject drugs 
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are unable and unwilling to stop injecting, services tried to find ways of 
helping them to change their behaviour to reduce the risk of infection with 
HIV and of transmitting it to others. The early development of harm 
minimization centred predominantly on the idea of distributing new and 
exchanging basis, often with swabs for cleaning skin and safe containers for 
return of used equipment Syringe-exchange rapidly became the hub of HIV 
prevention (Stemson, 1995) 
Stemson further writes the active promotion of safer drug use for 
injectors probably first appeared in a booklet for drug users produced by 
South London Community Drug Project in 1987. Social policy analysts have 
left unexplored the links between various HIV prevention domains; the 
response of drug use was undoubtedly influenced by the indigenous gay 
response to the threat of AIDS which put, safer sex on the agenda. Harm 
minimization soon spread from a focus on HIV prevention to include concern 
for a wider range of health hazards faced by injectors such as abscesses, 
hepatitis and septicemia), and to include health promotion advice on diet and 
exercise. 
UNAIDS launched Global coalition on Women and AIDS (London, 
February 03, 2004): UNAIDS launches Global coalition on Women and AIDS 
which aims to be highly visible group of men and women, including activists, 
government representatives communities, workers and celebrities that seeks 
to stimulates concert action on the ground to improved the daily lives of 
women and girls. It focuses on preventing new HIV infection among women 
and girls, promoting equal access to HIV care and treatment, accelerating 
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microbicides research, protecting Women's property and inheritance rights 
and reducing violence against women. 
Dr. Peter Piot, Executive Director of the joint United Nations 
Programme on HIV/AIDS (UNAIDS) said, "Because of their lack of social 
and economic power, many women and girls are unable to negotiate 
relationship based on abstinence, faithfulness and use of condoms. It is 
precisely to address these inequalities and reduce women's vulnerability to 
HIV that the Global Coalition on Women and AIDS has been created." 
Mary Robinson, Former President of Ireland and Executive Director of 
Ethical Globalization Initiative said, "It is crucial that HIV prevention 
programme involve both women and men to effectively address gender 
inequality and reduce women's vulnerability to HIV." (You and AIDS: UNDP, 
Volume 2, issue 2, March 2004) 
UN media executives launched global AIDS awareness campaign 
(New York, January 16, 2004): Leading executives from over 20 media 
establishments at a meeting with UN Secretary General, Kofi Annan , 
signed a declaration promising "to expand public knowledge and 
understanding about HIV/AIDS" through their companies ' practices. 
In his remarks, Kofi Annan told the audience that as leaders of the 
media they have the power and the reach to disseminate the information 
people need to protect themselves from HIV/AIDS. Many of you here have 
already made magnificent contributions to fight against the epidemic", he 
said. "We hope to see many more of them in the future." 
167 
Delivering the keynote address, Bill Gates, Co- founder of the Bill & 
Melinda Gates Foundation said, "I think about how to raise visibility The 
AIDS story is not a bad a new story it's a story about incredible people doing 
this scientific discovery... It's a story of volunteers, it's a story of people 
persevering, it's a story of families coming together. There 's so much that's 
positive about this that it doesn't just have to be viewed as something that is 
incredibly negative." (You and AIDS: UNDP, Volume 2, Issue 2, March 2004) 
6.6 INDIAN SCENARIO 
The first case of HIV was detected in Chennai (erstwhile Madras) in 1986. 
The initial cases of HIV/AIDS were reported among commercial sex workers 
in Mumbai and Chennai and injecting drug users in the north-eastern State 
of Manipur. The infection has since then spread rapidly in the areas 
adjoining these epicenters and by 1996 Maharashtra, Tamil Nadu and 
Manipur together accounted for 77 per cent of the total AIDS cases with 
Maharashtra reporting almost half the number of cases in the country. Even 
though the officially reported cases of HIV infections and full-blown AIDS 
cases are in thousands only, it was realised that there is a wide gap between 
the reported and estimated figures because of the absence of 
epidemiological data in major parts of the country. 
The latest estimate for the HIV/AIDS infected adult population in the 
country is 4.5 million in 2004. The overall prevalence in the country is still, 
however, very low, a rate much lower than many other countries in the Asia 
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region. However, within this short period it has emerged as one of the most 
serious public health problems in the country. 
In response to the threat of the pandemic and its overarching public 
health challenge the Government of India constituted the National AIDS 
committee in 1986. The committee adopted the National AIDS Policy and 
National AIDS Control Programme. In 1992 the Government formulated a 
multi-sectoral strategy for the prevention and control of AIDS in India. It is 
implemented through the National AIDS Control Organisation at the national 
level and State AIDS Cells at the State/UT levels. 
The general objective of the policy is to prevent the epidemic from 
spreading further and to reduce the impact of the epidemic not only upon the 
infected persons but upon the health and socio-economic status of the 
general population at all levels. The policy envisages effective containment 
of the infection levels of HIV/AIDS in the general population in order to 
achieve zero-level of new infections by 2007. The specific objectives of the 
policy are; 
i. to reiterate strongly the Government's firm commitment to prevent the 
spread of HIV infection and reduce personal and social impact. 
ii. to generate a feeling of ownership among all the participants both at 
the Government and non-Government levels, like the Central 
Ministries and agencies of the Government of India, State 
Governments, city corporations, industrial undertakings in public and 
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private sectors, panchayat institutions and local bodies to make it a 
truly national effort 
iii. to create an enabling socio-economic environment for prevention of 
HIV/AIDS, to provide care and support to people living with HIV/AIDS 
and to ensure protection/promotion of their human rights including 
right to access health care system, right to education, employment 
and privacy to mobilise support of a large number of NGOs/ 
Community Based Organisations (CBOs) for an enlarged community 
initiative for prevention and alleviation of the HIV/AIDS problem. 
iv. To decentralise HIV/AIDS control programme to the field level with 
adequate financial and administrative delegation of responsibilities. 
V. To strengthen programme management capabilities at the State 
Governments, municipal corporations, panchayat institutions and 
leading NGOs participating in the programme. 
vi. To bring in horizontal integration at the implementation level with 
other national programmes like Reproductive and Child Health, TB 
Control, Integrated Child Development Scheme and with the primary 
health care system. 
vii. to prevent women, children and other socially weak groups from 
becoming vulnerable to HIV infection by improving health education, 
legal status and economic prospects 
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viii. To provide adequate and equitable provision of health care to the 
HIV-infected people and to draw attention to the compelling public 
health rationale for overcoming stigmatisation, discrimination and 
seclusion in society 
ix. To constantly interact with international and bilateral agencies for 
support and cooperation in the field of research in vaccines, drugs, 
emerging systems of health care and other financial and managerial 
inputs. 
X. To ensure availability of adequate and safe blood and blood products 
for the general population through promotion of voluntary blood 
donation in the country. 
xi. To promote better understanding of HIV infection among people, 
especially students, youth and other sexually active sections to 
generate greater awareness about the nature of its transmission and 
to adopt safe behavioural practices for prevention. 
6 7 STRATEGY OF NATIONAL AIDS POLICY 
The national AIDS control policy principally aims at the following strategy for 
prevention and control of the disease:-
(i) Prevention of further spread of the disease by 
a. making the people aware of its implications and provide them 
with the necessary tools for protecting themselves. 
171 
b. controlling STDs among vulnerable sections together with 
promotion of condom use as a preventive measure, 
c. ensuring availability of safe blood and blood products, and 
d. reinforcing the traditional Indian moral values among youth and 
other impressionable groups of population. 
(ii) To create an enabling socio-economic environment so that all sections 
of population can protect themselves from the infection and families 
and communities can provide care and support to people living with 
HIV/AIDS. 
(iii) Improving services for the care of people living with AIDS in times of 
sickness both in hospitals and at homes through community healthcare. 
6.8 NATIONAL AIDS POLICY INITIATIVES 
One of the biggest lessons learnt globally as well in the country is that 
national responses should not wait for HIV/AIDS cases to soar. Policies 
should not wait at a time when crucial prevention and care information and 
services are needed. HIV is particularly fuelled by situations of injustice and 
poverty and its impact is felt beyond health sectors. Another important 
lesson learnt is that a multi sectoral response must be designed in the 
context of the overall development strategy to ensure its sustainability and 
effectiveness. A substantial component of AIDS prevention and care relies 
on strong public health infrastructure in order to mount a more effective 
health sector response to AIDS. They include early diagnosis and treatment 
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of sexually transmitted infections using the syndromic approach, blood 
transfusion safety, epidemiological surveillance and research and a 
continuum of HIV/AIDS care linking health institutions, community and home. 
It can only be achieved if the programme is decentralized and owned up 
completely by States/U.Ts for implementation. NGO's and private sector 
have an equally critical role to play in an effective response. The challenge is 
to identify appropriate, locally relevant interventions and experienced 
community based organisations to work with poor and marginalized 
populations who are particularly vulnerable to HIV infections. HIV/AIDS 
control programme however well planned and designed at the central level 
remains ineffective unless they reach out where people live, work, study and 
access health and other welfare services including information services. 
6.9 NATIONAL AIDS CONTROL PROGRAMME PHASE - I & II 
The Government of India constituted the National AIDS committee in 1986 
and initiated the National AIDS Control Programme in 1987. It aimed at the 
prevention and control of HIV/AIDS and a decrease in morbidity and 
mortality associated with the HIV infection through various programmes like 
surveillance, blood safety and awareness programme. In 1992, the National 
AIDS Control Organization was formed within the ministry of Health and 
Family Welfare, and initiated the first phase of the World Bank supported 
National AIDS Control Programme (NACP-I) from (1992-1999). 
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The National AIDS Control Project was the first project in India to 
develop a national public health program in HIV/AIDS prevention and 
control, and was implemented between 1992 and 1999. 
The ultimate objective of the project was to slow the spread of HIV to 
reduce future morbidity, mortality, and the impact of AIDS by initiating a 
major effort in the prevention of HIV transmission. The specific objectives 
were to: 
1. Involve all States and Union Territones in developing HIV/AIDS 
preventive activities with a special focus on the major epicentres of 
the epidemic; 
2. Attain a satisfactory level of public awareness on HIV transmission 
and prevention; 
3. Develop health promotion interventions among risk behaviour groups, 
4. Screen all blood units collection for blood transfusions, 
5. Decrease the practice of professional blood donation, 
6. Develop skills in clinical management, health education and 
counselling, and psycho-social support to HIV sero-positive person, 
AIDS patients and their associates, 
7. Strengthen the control of Sexually Transmitted Diseases (STD); and 
8. Monitor the Development of the HIV/AIDS epidemic in the country. 
174 
The project objectives were clear and specific and in line with the 
broad sectoral strategy of the Government, and initiated the development of 
sub-sectoral strategies on HIV/AIDS. The expected outputs and outcome 
indicators proposed in the Staff Appraisal Report were used to assess the 
project's performance. At start-up, the limited national capacity to deal with 
HIV/AIDS called for a simple, realistic and flexible framework. The design 
included five basic components: 
• Strengthening management capacity for HIV/AIDS control; 
• Promoting public awareness and community support; 
• Improving blood safely and rational use; 
• Controlling sexually transmitted diseases; and 
• Building surveillance and clinical management capacity. After the 
development of the program framework, the central government 
pursued inaemental effort to generate state responses and 
commitment. 
Since 1999, the NACO is in its second phase (NACP-II) from 1999-
2004), in which the programme has been further expanded and 
decentralized by establishing State and Municipal AIDS Control Societies in 
every State for more focused programme addressing the priorities at 
regional and state level. As a result, 38 autonomous State AIDS Control 
Societies (SACS) have been established all over the country with adequate 
financial and administrative powers to identify and respond to local needs. 
175 
The objectives of the phase II of the NACO programme are:-
1. To reduce the spread of HIV infection in India, and 
2. Strengthened India's response to HIV/AIDS on a long-term basis. 
6.10 THE MANIPUR STATE AIDS POLICY 
The Manipur state AIDS policy was made in 1996 (3rd October 1996). Since 
then Government considers AIDS as a great public health challenge, a 
matter of urgency and top priority. The Government is fully committed to 
effective and efficient implementation of the AIDS Control Programme. It is 
trying to give adequate budget for proper implementation of the programme 
at state, district and community levels. The Health department is empowered 
to monitor the progress and implementation of the State AIDS Policy. 
Under the State AIDS Policy, top priority is given to the Information, 
Education and Communication (lEC) strategy to overcome the discriminatory 
attitude and to prevent further spread of HIV infection in the state. Under this 
policy all staffs of government departments, public sector and private sector 
undertakings ensure to access information and education about HIV/AIDS 
and have a thorough understanding of the State AIDS Policy. Proper review 
of lEC materials were made not to create misunderstanding and fear in the 
minds of the people. 
Policy on AIDS education as well as adolescent health and family life 
were made to include in school curriculum from class (VI-XII) and P.G. 
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courses for training of secondary school teachers as a time bound 
programme. 
Regarding on policy of drug abusers/IDUs, de-addiction centres will 
established for detoxification, treatment of Drug Users/IDUs at appropriate 
places focusing on lasting abstinence and recovery. However, short-term 
intervention options like Harm Minimization/Reduction measures --drug 
maintenance therapy, NSEP, bleach and teach programme and safer sex be 
introduced to minimize the risk of spread of HIV infection in the population. 
Harm Minimization aims to reduce adverse social and economic 
consequence and health hazards by minimizing or reducing the intake of 
drugs leading to gradual elimination of their use. Harm Minimization in the 
context of IDUs would require not only appropriate health education, 
improvement, syringes and needles for the safety of the individual. An 
appropriate NSEP with proper supervision by trained doctors/counselor etc. 
will be required. Government will encourage NGOs working in the drug de-
addiction programmes to take up harm minimization as a part of the 
HIV/AIDS control strategy in areas, which have a large number of drug 
addicts and IDUs. 
There will be job-oriented schemes/programmes for rehabilitation of 
recovering drug users/IDUs, people with HIV/AIDS and training on stress 
management's skills, survival skills. 
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The government will encourage and support social marketing and 
popularization of condoms as a means of preventing HIV infection AIDS in 
the State. 
The policy ensures strict confidentiality about a person's HIV status 
whether HIV positive or negative and no information be released without his 
or her written consent. Breach of confidentially by the staff will be taken as a 
disciplinary matter and will be dealt with under the disciplinary procedure. 
Under the state AIDS policy, all categories of health workers including 
private practitioners will be trained in AIDS/Drugs abuse prevention. Not only 
this, workshops for all section of society will organize from time to time. 
Government will support research on biomedical, behavioural, operational 
and intervention with special emphasis. 
Under the policy on non-discrimination, no HIV patient will be denied 
of hospital admission, treatment, operation, delivery, investigations etc. 
solely on the ground of his/her HIV status. The policy also ensures respect 
for privacy, dignity, individual human rights. 
6.11. Manipur State AIDS Policy-1996: (MACS Status Report, 2003-04) 
The Manipur State AIDS Policy is based on: 
> Provision of accurate information and education to make the 
people aware of and to protect themselves from HIV infection, 
> Voluntary participation of people with HIV/AIDS 
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> Safeguard of confidentiality 
'r- Respect of privacy, human dignity and individual human rights 
r Avoidance of discrimination and stigmatization 
r- Provision of quality medical care 
> Provision of social benefits and social support system for people 
with HIV/AIDS 
> Creating a helpful, supportive and enabling social environment in 
the community so that people who suspect themselves to be 
infected with HIV can come forward for voluntary HIV testing and 
for seeking help so that they can live peacefully with other 
members of the society. 
> Avoidance or removal of fear psychosis from the minds of people. 
The policy does not support any kind of compulsory testing of IDUs, 
commercial sex workers, prisoners except voluntary confidential testing with 
their informed consent and appropriate counselling. The policy also does not 
support pre-employment or employment with informed consent and 
appropriate counselling. 
Till date, Manipur is the first and the only state in India having a clear-
cut and bold policy statement based on Harm Reduction. According to the 
National AIDS Policy announced on 2"'' April 2002, "the most important 
strategy to combat the problem of IDUs and its serious consequence in 
179 
transmission of HIV/AIDS would be Harm Minimization approach, which is 
being accepted world wide as an effective preventive mechanism. 
Khomdon Singh Lisam (1998) doesn't mince words when describing 
conditions in Manipur, a state in northeast India. "We've got every problem 
you could have in the world," says Lisam, Project Director of the Manipur 
State AIDS Control Society. 
Aside from being one of the poorest areas in an already impoverished 
nation, the state has grappled with widespread intravenous drug use and 
accompanying drug users (IDUs) in Manipur were HIV-positive. What has 
happened since then illustrates the potential for of developing country, 
implement harm reduction measures in Manipur, largely due to concern over 
community resistance. So it was necessary to "prepare the ground' for harm 
reduction, says Lisam. A dialogue began, involving community and 
professional groups. The dialogue led to the State Cabinet's adoption of the 
Manipur State AIDS Policy. The policy has allowed for services, including 
needle exchange and education about sterilizing drug equipment. 
Suresh Kumar works with the Society for Aid and Help for Addictive 
Illnesses (SAHAI) in the southern Indian city of Chennai. IDUs in the city are 
primarily addicted to heroin and other opiates. While needle shortages are 
not an issue in his area, needle exchanges cannot legally operate. Kumar 
says the Manipur State AIDS Policy, sanctioning needle exchanges, is the 
only one of its kind in India. In Chennai needles costing the equivalent of a 
few centimes each are available in pharmacies. "But [encouraging IDUs to 
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purchase needles] is not working very well because [a few centimes] is 
important to drug users." (AHRN Newsletter, 2004) 
6.12 SUGGESTIONS FROM HEAD OF FAMILIES AND LOCAL LEADERS 
For present study information was collected from the head of the family. The 
information of controlling and preventing HIV/AIDS in the state which was 
collected from fifty such cases is presented herein. They gave different 
opinion regarding the policy and program to control and prevent HIV/AIDS 
from the state. The data recorded that 42% of the guardians or head of the 
family of PLWHA liked compulsory HIV/AIDS awareness program in each 
and every corner of the state but 28% of guardian or head of the family gave 
more emphasis to stop/prevent injecting drugs and sharing syringes in the 
state. Another 16% of them opined HIV/AIDS as a disease, which is related 
to human behaviour, so they appealed to general masses to take care of 
their behaviours, health and timely consult with doctors whenever there is 
doubts. But 8% of guardians liked to give moral education as well HIV/AIDS 
education in school and youth of the state compared to 4% and two percent 
2% of guardian who like to emphasise on prevention of drug peddler in the 
state and compulsory HIV testing of youths before marriage respectively. 
Data were also collected from the local leaders, youths and students who 
knew HIV/AIDS infected person in their neighbourhood and locality. 
Fortyeight cases were contacted and information was collected regarding the 
policy and programme for controlling and prevention of HIV/AIDS in the 
state. Half of them (50%) were of the opinion that there must be well 
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designed and targeted awareness programme of HIV/AIDS in the state, but 
more than twentynine percent (29.2%) gave mixed opinion. They 
emphasised on stopping abusing or injecting drugs, stop unsafe sex relation 
and use of screened blood. Slightly more than one-fifth (20.8%) of them liked 
HIV test before marriage and moral education in school as well as among 
youths and masses. 
6.13. CASE HISTORIES 
The following case histories of HIV/AIDS infected persons will represent the 
urgent attention of the policy makers, Govt, and agencies and masses to 
make more effective policies and programmes for controlling and prevention 
of this epidemic. 
6.13.1 Case history-I 
Kunjarani, 24, a widow of injecting drug user (IDUs) is from Thoubal, 
Thoubal district. Her father is a High school teacher and mother is a house 
wife. Kunjarani is the eldest daughter of her parents. She has 4 younger 
brothers and 3 sisters. She studied class X and got married in 1998. Her 
husband was an M.A. (English) and worked in a private school. They had a 
courtship of two months and had a love marriage. Before marriage she did 
not know about tier tiusband's drug behaviour. After her marriage, she came 
to know that her husband was practicing drug for a few days only before 
leaving for his post graduation in Agra. He was addicted to substance use 
also during his post graduation. 
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In due course of marriage, she got conceived but she suffered from 
continuous weight loss, low B.P. and too weak to walk. Her mother in-law 
took her to Jawaharlal Nehru Hospital (JN Hospital). As a part of routine 
antenatal check-up, her blood was tested on 11 "^  Aug. 1999. Before doing 
her test the counsellor in the hospital enquired of her as well as her husband 
detailed case history. She disclosed her address and husband's name. At 
that time the counsellor came to know that her husband did HIV test at J.N. 
Hospital but had not collected the result which in fact was HIV positive. The 
counsellor told her everything and convinced her to test as she has the 
chances of having HIV+ because of her husband's HIV+ status. Kunjarani 
tested for HIV. But she felt bad because her husbands hid the fact from her. 
She was very angry with her husband for not trusting or confiding to her the 
truth. She felt that it would have better if her husband told the truth of his 
health condition. She fought a lot on this issue with him. One day the 
counsellor came personally from the hospital and told her and her husband 
to collect the result, and then both of them went and collected the result from 
hospital. She was also found HIV+. She became very upset and depressed 
and had no urge to eat and drink, or even for one's appearance. 
Kunjarani's pregnancy continued till maturity but the child died at the 
time of birth and is now issueless. She joined Manipur Network of Positive 
People (MNP+) along with her husband in September 1999 just after one 
month of her HIV+ status. She joined MNP+ with the hope of getting more in-
depth knowledge about HIV/AIDS, the real facts how and whom to contact 
when infected. Both her husband and herself worked as peer educators. 
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After joining MNP+ she was trained how to handle the situation. Responding 
to a question regarding stigma and discrimination, Kujarani said, "No body 
bothered for me when I fell ill at my in-law's house rather in-laws ill treated 
me." She told that she soon developed server eye infection which was not 
treated for weeks by both her husband and in-law. They refused to pay 
money for her treatment in their attempt to hide the facts from the society 
that she was infected HlV/AlDS. She informed her own father about her eye 
infection. Her father came and took her to the hospital and got treated. She 
said that her mother in-law was only bothered about the contribution in 
household works. When both her husband and herself were being Hl\/+ 
there were always fight between in-laws and husband about her. So, she 
informed her father. Finally, her father took her back to home in October 
2000. 
Kujarani said that after two months of her return, her husband expired 
in December 2000. Her in-laws had denied her to attend funeral of her 
husband. Kujarani said, "I had been denied to attend other ritual ceremonies 
after death which is the basic right of a woman to her husband." Since, then, 
her parents refused to go back to her in-law's place. She also wished to 
spend the remaining years of her lifetime peacefully at her parent's house. 
She said that In most of the families HIV/AIDS infected women were more 
victimized by the in-laws even though the women had infected from their 
husband. 
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Very lately when the in-laws had realized their discrimination and 
mistakes, they insisted her to return home. Now, they are on better terms 
though she still stays in her maternal home. 
Responding to a question regarding her remaining life, Kunjarani said 
"I want to dedicate to the cause of HIV awareness among women and 
empower them to come out without fear and inhibition of stigmatisation and 
discrimination." She said that people with HIV/AIDS could only escape from 
the bouts of depression and loneliness when they are together with other 
HIV/AIDS infected people in the Rehabilitation Centre or organization. At 
present she works in the Thoubal area and had come across more than 100 
odd women who were-suffering from HIV/AIDS. She comments, the number 
of women who visited the MNP+ Office, Imphai are more as compared to 
MNP+ Office Thoubal. This is because women in Thoubal area work to earn 
their livelihood to support themselves and their family during the daytime. 
Her community members especially her friends have been supporting her 
and encouraging her work and understand her condition. Her parents do not 
reject her rather has accepted her work and service to other AIDS people 
and care for her. She of the opinion that the degree of stigmatizations and 
discrimination has very much reduced as compared to earlier days as people 
have become more aware and conscious of it. 
Kunjarani gives the message "to young people to explore life history 
of their partners before marriage and to have complete awareness of AIDS 
and its preventive measures to avoid the unfortunate situation she is facing". 
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6.13.2 Case history-II 
Pimulun is a Kuki tribe from Churachandpur district, which was one of the 
study areas. He is twenty year old and HIV+ positive. His father is an 
Extension officer in Veterinary and Animal Husbandry Dept. Govt, of Manipur 
and mother is a simple housewife. He is the second son of his parents. He 
has five brothers and one sister. He completed 10'*^  standard in 1995 and did 
not continue further study. Then, he pursued engineering in North East 
Regional Institute of Science and Technology (NERIST) Arunachal Pradesh, 
after being admitted under Mizoram Seat. He stayed for two years 1996-
1997 in NERIST but was unable to complete it due to his active drugs 
addiction. 
Responding to a question he said, "I started using heroin (No.-4 in 
Local Manipuri Language) since 1994 while I was studying class-VIII. But I 
savoured the test of alcohol for the first time when my grand father who was 
an army offered a peg just for fun in class-Ill. Since then I had the curiosity 
and used alcohol occasionally till class VI. By class Vlll**^  began using cough 
syrup regularly. I had the misconception that drugs gives better 
concentration in English songs which is my favourite hobby. As Phensidyl 
cough syrup was expensive during those days, once senior person 
recommended that heroin (No-4) had similar effects. So I used heroin 
injection at the end of 1994 which was comparatively cheaper around Rs.30 
for a small pack at that time. I used minimum 2 dose and maximum 4 doses 
in a day. I continued heroin till class X"^  passed". 
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He said that he used to share needles and syringes with his friends 
but never had any sexual relationship during his life time. He said that the 
"defence party" of the village authorities actively operating in 
Churachandpur to prevent drug menace in 1994-1996 used strict coercive 
means which made a challenge to the drug addicts and ultimately led to 
increase the growth of IDUs and consequently AIDS. They could not buy 
needles syringes from pharmacies in open without doctor's prescription. 
The village defence party restnctions were so strictly enforced that 
drug addicts stitched thick pockets in their jeans pant to hide syringes and 
drip tubes in the belts, shared syringes or droppers to take quick shots in 
group in hidden shooting galleries. Buying syringes or droppers from 
chemists was not easy due to measures adopted. Lack of separate 
disposable syringes alleviated the risk factors as they did not get time to 
clean used syringes even buy ordinary water. 
When heroin became inaccessible in 1995 he substituted it with 
spasmo -proxy van capsule. Before joining his engineering course in 
NERIST, Arunachal Pradesh in 1996, he went to Mizoram and bought 
Spasmo-proxy van for Rs.20,000/- as stock for two years in NERIST. 
Regular use led to a stage when he experience insomnia, sleepiness, weird 
hallucination and fear of dark. He became too weak to walk to toilet for 
passing urine or brushing teeth. He used a bedpan to urinate and foul smell 
emanated from body. 
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He continued that seeing his pitiable condition, a doctor called Dr. 
Gogoi from Arunachal Pradesh admitted him to his hospital and got him 
detoxicated in 1997 where he underwent three months treatment. Guilt 
feeling and humiliation for spoiling his academic career compelled him to 
stay in Arunachal Pradesh until his elder brother came to take him back 
home. He was there after admitted in Kripa Rehabilitation centre, 
Mantripukhri, Imphal district for seven months in 1999 but he did not disclose 
his real name and put only nickname. He suffered severed headache on 
waking up from sleeps during 1999. His weight was reduced a lot from 62 
keg's 41 kg. 
Doctor in Kripa Rehabilitation centre suspected him for HIV positive, 
so got his blood tested and confirmed his HIV status to be positive in March 
2000. But he did not disclose it to his family members though they suspected 
him. He said that he might have contracted HIV virus during 1994 to 1996 
when he shared many syringes in group. He could not accept the fact that he 
has infected HIV positive. He had two months of severe depression, 
unbearable sorrows and feelings of utter hopelessness. He felt as if life has 
no meaning to him. 
After coming back from Kripa Rehabilitation centre in November 1999, 
he stayed two months at home, nobody bothered for him. My family 
members treated me badly. They wanted me to throw away from home; they 
even did not bear the treatment expenses. All his treatment expenses were 
paid by his paternal aunty. He said, "My paternal aunt did not have any child, 
so, she loved me very much and cared for me. She was the one who cared 
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for me and always took me to a counsellor of SHARA Rehab Center, Mr. 
Ryan Femandes who was very kind gentle, empathy person, Pimulun told 
that he would give the credits of his revival of confidence and to enjoy a new 
life without taking drugs to SHARA counsellor, Mr. Ryan Fernandes. 
Responding to a question Pimulun said. "I did not start my treatment for 
HIV+ immediately after detection but kept using one medicine (Tysophynus) 
for headache symptom and occasionally visited to the counsellor." 
He relapsed in 2001 because of his social environment and so stayed 
for 10 month in SHARA Rehab Centre which was located in New Lamkha, 
Churachandpur District, where Mr. Ryan Fernandes worked and thus his HIV 
treatment started only in 2002. After he got treatment from SHARA he joined 
a group of HIV+ people called Churachandpur Network of Positive People 
(CNP) then he joined a bigger organization Manipur Network of positive 
People (MNP+) in Imphal in Nov, 2002. Since then, Pimulun is a peer 
educator in MNP+ which works in the State and networking in National level 
for HIV+/AIDS person in giving awareness programmes, provides free 
treatment facilities for the patients especially those cases of opportunistic 
infection regarding his personal encountered of ill effects of this disease-he 
said, "My academic career was spoiled completely. I feel envy of my former 
class mates who got good jobs and earned a respectable position. But I 
cannot do anything now so trying to make happy of myself as long as I am 
surviving." He said, regarding drug addiction in Manipur state "taking oral 
drugs has become a fashion among the teenagers. Even the female seems 
to approve it. I want to tell them habitual drugs use or inject is not a fashion, 
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it is not a joke nor should be taken lightly as it has serious consequences like 
HIV/AIDS Infection". Regarding to the question of his future plan, Pimulun 
said, "I have no future plan but want to help many people like me as long as I 
live. I feel inner joy when I see the smiling faces of those whom I help." 
When I asked about his marhage plan and condom use, he smiled and 
expressed that he left all in God's will but didn't plan so far. In case he does, 
he would educate his would be properly regarding HIV/AIDS and use 
condom to avoid infection. Pimulun gives message to public - "not to indulge 
in drugs use, in any immoral practices and obeyed one's parents and have 
only one sex partner in order to avoid HIV/AIDS cent percent". 
6.13.3 Case history-Ill 
Moinu is a tribe of Paite community from Shaikot Village Churachandpur 
District which is a hilly area and mainly by tribes. Moinu is infected 
HIV+AIDS from her husband. Moinu is 34 years old. She is illiterate. Her 
father was literate but mother illiterate. Her father was unskilled labour and 
worked for chopping woods from the forest. Her mother was housewife. 
Moinu got married before 9 years. Her husband worked as a soldier in 
Assam Regiment Govt, of India and posted in Combodia for six years i.e.; 
since 1992-1998 in the United Nation Peace Mission. Moinu got two sons, 
the elder son was 7 year old school going boy and younger son was 3 years 
old. 
When Moinu's husband returned from Combodia in 1998, he was 
granted leave on Medical ground by the Army because of his HIV status and 
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sent back home to get treatment and asked him to report after curing his 
illness. Moinu's husband did not disclose that he was infected with HIV/AIDS 
before his death. He, instead of undergoing treatment, turned to constant 
indulgences in Alcohol and Ganja. Her husband was taken to Govt. District 
Hospital, Churachandpur when he fell sick and came to know that he had 
became AIDS infected. So, District Hospital Doctors referred him to 
"SHALOM" Rehab Centre for treatment of HIV/AIDS. Her husband expired at 
the Rehab Centre a month after admission in June 1999. 
Her husband was suffering from full blown AIDS for about 10 month. 
Moinu tested for HIV/AIDS in July 2000 and found HIV+ but she did not face 
any physical complications. Moinu started her full blown AIDS complication 
in 2002 only after 3 years of her husband death, following the problem of 
Dysentery, Jaundices, Headache, and Joint pain, pain swelling in abdomen, 
chest pain and T.B. Her husband also complained of server headache 
before death. She got treatment two times at SHALOM Rehab Center first in 
September 2002 and stayed for 5 month i.e.; up to Jan.2003, then, She 
admitted to SHALOM in first week of March 2003 and had been continuing 
treatment till now i.e.; May 30'^ 2003. 
Moinu is facing a lot of financial problems for her treatment and caring 
of children. She is taking Vitamins and other related medicines for AIDS. Her 
husband left no income for her nor source too. Her husband had spent all 
the money he earned. Her in -law expelled her from her husband house. So 
at present her parents are taking care of her sons and bearing all the 
expenses of her treatment. But one of her husband sister who has already 
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got married helps her. Moinu wants to get proper treatment and live for some 
more time with her sons. Moinu said, 'If I die there will be nobody to stay with 
my small children". She is very weak and cannot talk for a long time. 
Responding to a question she said that she did not face any form of stigma 
and discrimination from other people. She gives message to society- "Not to 
have sexual relation with stranger and not to indulge in risky behaviour and 
not to take drugs". 
6.13.4 Case history~IV 
James, a resident of Khurai Imphal East, is HIV positive. James is the fifth 
son among nine children, six brothers and three sisters. He is thirty-three 
years old now. His father was High School passed but mother was illiterate. 
His father was skilled labour and worked in brick field. His mother was 
shopkeeper. His parents were very keen for his study but James was 
disobedient and naughty and never serious about his study. He completed 
his education till class eight. He had great enthusiasm for sports. He 
practiced Karate and Weight lifting till the age of 20 and had a good 
physique. 
In the year 1989, he went to Kohima for six months Mechanical 
Engineering Training with the help of his friend. There he developed a love 
affair with a beautiful Naga girl. The girl's parents and community did not 
approve the ongoing love affair and they threatened him to live Kohima. 
After this he made friendship with a friend called Kongang who lured him into 
drug addiction around 1989. His friends used to bring heroine {No.4 in local 
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language in Manipur) and asked him to sell it. He used some of the heroin 
either in smoking or snipping. As a reaction of the drug, initially, he vomited a 
lot and was unable to eat or drink, not appetite anything, later on he got 
addicted. In a short duration, somehow, Kokngang introduced him to a friend 
who was an injecting drug user. He injected 6-7 grams of heroin for the first 
time with two of his friends sharing syhnge. James said, "If I inject one gram 
of No.4 can be used up to seven doses, while snipping it served only one to 
two doses. However, there is no difference in pleasure level. As I was very 
healthy, I never thought I could contract HIV/AIDS." He injected drugs on 
regular basis for nine years. James said, "As I had good physique, I flirted 
with as many as may be fifty girls before marriage. I even used to two timing 
dates as a means to borrow money from my girl friends for buying drugs." He 
also had sexual relation with some girls and frequently with a Kuki girl from 
North AOC Imphal, where people believed that many commercial sex 
workers (CSW) are there. 
He was working as the distributor of a newspaper, "The Sanathong " 
for 2-3 years but quit the job due to conflicting attitudes with employer. 
James got married in 1996. His wife had no knowledge about his addiction 
before marriage. He has two children. The eldest is five year old daughter 
and younger two and half year old boy. When his wife came to know about 
his addiction, she was very angry and used to chase and scold his friend 
who came to his house. Responding to a question why did he get tested for 
HIV, James said, "I doubted myself seeing the people found HIV+ who used 
to share needles and syringe with me". And when wife got pregnant for a 
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second time in 2000 she did antenatal test and found Hl\/+. Next day he 
tested and found HIV+. His eldest daughter is HIV+ but his younger one is 
HIV+. Both James and his son started developing complications. He work as 
a "Mistry" (Wages Labour) and earned about Rs. 3000/- a month but for the 
last 3 month he stopped working due to his health problems. 
At present he was undergoing treatment at leprosy patient Welfare 
Society (LEWS) Cheeingmeirong since last 42 days. For him, this was the 
third time to get treatment but first time as an indoor patient. When he knew 
his status, he took medicine for the first year, the second year he got 
frustrated and stopped taking medicine which caused deterioration of his 
health. His wife recently started developing complication i.e.; gastric 
problems with sudden chest congestion. But she has not started treatment. 
Most of the expenses of the family are done for treatment of his son and 
himself. 
James complained that at the Govt. Hospital there was no proper 
treatment and neglected HIV/AIDS patients. He said, "I feel it is better to die 
than live like this. All the NGOs working in the field of HIV/AIDS or MACS 
(Manipur State AIDS Control Society) or any one are misutilising the money 
funded by the Central Government for HIV/AIDS patient". Their relatives or 
family members get most of the benefits not reaching out to needy patients 
for providing them low cost or free care facilities. He comments that of his 
family resources even the wife's jewellenes have been utilized for treatment. 
Responding to discrimination, he said that compared to early Years family 
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members and friends have not discriminated him so much but given support 
and felt sympathy that they were unable to help him financially. 
A few of them instead of suggestion or advice to improve his present 
health condition, lamented on his condition as compared to earlier days. So 
far he had not received any help from NGOs except occasional help in 
providing transport facility to the hospital. In the work place co-workers 
looked differently and kept isolation. In the neighbour and locality, people 
used to mock him and his family. He said that earlier he was beaten by 
insurgent groups for using drugs and forced him to say sorry through local 
newspaper. But he felt the community members or any organization as a 
whole should empathize with AIDS patients and try to help them by 
consoling them properly. He comments that only among HIV/AIDS patient he 
saw more supportive love and helpful. 
James said, "I see no hope of my future or during my lifetime. Every 
moment I feel pain and depression. At this stage the happiest time for me 
was only in sleep. Even if a cure was found out the drugs would be too 
expensive for me to afford the treatment with economic hardship. 
James gives massage to the society "not to live like me, do not have 
sex with unknown person, do not use/ inject drugs by sharing needle, 
syringe other wise you will be an AIDS patient one day". 
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6.13.5 Case history—^V 
Jotin Kumar was HIV positive and a resident of Yaiskul Moirangkhom, 
Imphal. Both his parents were government employers. Both were teachers. 
Financially, he faced no problems but lacked attention and care of his 
parents. Most of the time when he returned from school his maternal 
grandmother was taking care of him. He had an aggressive and bold nature 
since childhood with a tendency to experiment new or forbidden things. By 
class seven, he had a habit of chewing tobacco. Therefore, he used to steal 
money from his father. He used to smoke outside home due to conceal from 
his parents and he enjoyed it. 
By class IX, he started to indulge in taking oral drugs like cough syrups and 
tablets. When he consumed the drugs, his concentration level seems to be 
increased. In class X, his result was also very good which further increased 
this misconception. In 1989 during his class X, he became active addiction to 
pharmaceutical drugs. During this time, No. 4 or Heroin was becoming 
popular. He wanted to get the kick as his friends instigated that it carried 
them to a fantasy world, full of imaginations like real life. He tried injecting 
No.4 or Heroin four times in 1990 and got the kick. He felt immense 
satisfaction compared to other drugs that he had ever used. He felt 
empowered to take up any role as act as he wished-a very understanding or 
hostile or aggressive character. 
He shared the syringe with his school friends. His addictive habit affected his 
XI and XII academic progress in 1991-1992. Due to failure, he appeared his 
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XII examination twice. During that time, HIV/ AIDS became a debated issue. 
The general misconception was HIV/AIDS spread only among IDUs. The 
sexual mode of transmission was not aware. The IDUs and drugs addicts felt 
it as a counter measure to curb drug addiction and took a hostile attitude to 
such propaganda. This in fact helped to inaease the positive behaviours 
among addicts to inject drugs. Pressure groups banned open sale of 
syringes to youth. Therefore, the drug addicts were force to use a syringe for 
a month or more due to unavailability from pharmacies. He told that this 
factor might help in spreading HIV/AIDS during 1993-1994 but drug addicts 
did not bother about the consequences even though few cases of Hl\/+ 
death reported. Insurgent groups had beaten him up for taking drugs. By 
1996-1997 many HIV+ death cases began to report. 
In 1995, Jotin suffered from herpes, a symptomatic skin disease 
which also referred by Meetei elders as "Humanglai thokpa". It was a sign 
that he was HIV+. He got the opportunity to get treatment in one of the 
rehabilitation center 'New Life' at Sangaiprou. He was introduced to a 
programme called Narcotic Anonymous (NA) that advocated that drug 
addiction is a kind of disease, a change in one's behaviours that is hard to 
rectify. There he began sharing day-to-day experiences with other IDUs and 
began to think what to do in future. By then he had finished graduation. After 
completing his graduation in 1996, he did not go for further studies. His 
friends or community members were aware of death of his closed friends 
due to AIDS and often ridiculed him as how long he would live. 
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He felt passionate to work in an NGO. After finishing treatment, in 
1997, he got an opportunity to work in an NGO "Lifeline Foundation" which is 
working in the field of HIV/AIDS. In Oct. 1998, he joined 'Lifeline Foundation'. 
Before joining Lifeline Foundation, his knowledge was limited to the fact that 
drug addicts became HIV/AIDS victims. The training program given by the 
NGO on the causes, mode of spread and sustainability of life after becoming 
HIV+ gave him in-depth knowledge of HIV/AIDS. He thought to undergo 
testing as he had subjected himself to risk behaviour. He was encouraged by 
the General Secretary of Manipur Network of Positive People (MNP +) Mr. 
Deepak to test and he himself revealed that he is HIV+. Deepak wanted 
Jotin to join in MNP+, a group of people living with HIV/AIDS (PLWHA) after 
seeing his interest in this field. The stigmas and discrimination was very 
much to the PLWHA that family members kept them isolated. In the initial 
stages, the community looked down upon MNP+ members. Not a single 
community member came out to cremate a dead HIV/AIDS person. Being 
encouraged by Deepak, Jotin tested for HIV/AIDS at RIMS Hospital, Imphal 
and found to be HIV+. He was shocked to get the result and it was difficult to 
handle despite his awareness and training on HIV/AIDS. He did not disclose 
this fact to his family members. He relapsed in 2001. He decided to inject the 
remaining years of his lifetime, as he would be dying eventually. 
However, the encouraging fact is that his parents expressed their 
willingness to treat him in case he was HIV+ owing to their prior knowledge 
of his past addictive behaviour. They did not segregate him from the family, 
198 
eat and sleep together as before. His neighbours to some extent accepted 
him but showed gestures of doubt in their mind that he could be Hl\/+. 
Persuaded by Mr. Deepak's encouragement and consolation he got 
treated again in "Divine Life" Canchipur, Imphal. In 2001, Manipur State 
AIDS Control Society (MACS) director Dr. Khomdon approached them to 
meet the visiting team of Australia AIDS Funding Agency. He wanted them 
to let the visiting team be aware of their organization MNP+ and for their 
survey. At that time, MNP+ had 10 members; they were in Delhi for training. 
He met the visiting team, stood in front of the media for the first time, and 
revealed to the public that he himself is HIV+ person. By the time when this 
interview was taken, he no longer was afraid to call himself as an HIV+ 
person and he thought positively to live a longer life through life-saving 
drugs. 
Ever since he had herpes In 1995 until now, he suffers only headache 
and not used other medications. Doctor prescribed him only general 
medicine to avoid opportunistic infection like diarrhoea, common cold, fever 
etc. This could be the reason for his present relatively healthy state. He 
said," I am happy despite harbouring a virus in my body, I am able to work 
like any normal person." 
The stigma and discrimination attached to PLWHA declined to certain 
extent in the present context. However, the inability to treat HIV/AIDS due to 
drug addiction or transmission through commercial sex workers (CSWs) 
considered as immoral acts, hence HIV/AIDS persons were often branded to 
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possess loose character. Jotin said, "It would be wrong to treat sexual 
relationship between the husband and wife as immoral and a child who is 
HIV+ because of such involvement as an immoral act. It is wrong on the part 
of society to view every HIV+ widow as an immoral person and the child as 
illegal issue." Individuals who doubt they could be Hl\/+ and people who 
doubt them should encourage to test and confirm their doubts. Both the 
PLWHA and members of the society need to join hands to fight the stigma 
and discrimination against PLWHA. 
The massage that he would like to give in particular to youths of today 
was "avoid pre-marital sex and drugs; use of alcohol, drugs and pre-marital 
sex is not a fashion. To prevent from HIV the partners should use condoms, 
screening of HIV/AIDS before marriage; and there is need to change the 
sexual behaviour of youths in particular and create awareness of safe sex in 
order to prevent the danger of STD among them." 
6.14. ANALYSIS OF THE CASE HISTORIES 
From the above five cases, a diverse but internally cohesive 
experiences of the HIV/AIDS have emerged. The first case discloses the 
plight of a woman who was infected with HIV though her husband the III 
treatment in the hands of the in-laws when she was discovered that she got 
infected. No matter how the neighbours took she was accepted in her 
parents house which was a safe heaven for her. Despite the fact that her in-
laws in due course asked her to come back to them she was quite happy 
with the natal family and after her joining the MNP+ she had completely 
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changed her outlook. She strongly emphasized on having a complete 
information of the would be partners of life before marriage and have correct 
knowledge of HIV/AIDS. 
The second case was about a young adolescent who tasted drugs in 
the early age. He spoiled his life completely such that he only made his own 
family members ignored him. His life tells about longing for drugs once 
tasted and addiction. His message was to avoid drugs and immoral practices 
and obey the parents. 
The third case is about the infection through husband who was in the 
prestigious government service but separated from the family life which led 
him prey to the victim of HIV through sexual contact outside marriage. She 
was not only neglected by husband's family but utterly penniless for the 
children she had. Her story was all about the struggle of wretched life due to 
fault of her husband. Her main message was to restrain from sexual relation 
with strangers and not to take drugs and other risky behaviour. 
The fourth case is about healthy boy aspiring for sportsmanship but 
fell prey to injecting drug use and adopted risky behaviour of having sex with 
girl friends who also were thought to profess commercial sex work. 
Unbelieving of his chances being HIV infection, he married an innocent girl 
who also got infected through him. His story highlights the plight of the 
ignorant and arrogant younger generation. One of the aspects is about the 
hardship he and his family were going through to meet the both ends. The 
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main message from his life was not to have sex with unknown person, not to 
use or inject drugs by sharing needles and syringe to avoid HIV/AIDS. 
The fifth case is quite similar to the second case but the family 
background of him was sound. Due to arrogance, experimentation, and 
misconception about drugs he led his life to addiction to drugs. He realized 
the consequences of all his adventurous misdeeds when everything was 
gone out of control only to become an HIV infected person. His message 
consisted of avoidance of all the intoxicants including alcohol, pre-marital 
sex and join hands to campaigns of preventing HIV/AIDS. 
All the five cases are different facets of the HIV infected persons 
being commonly existing in Manipur. It does not differ by community, religion 
or the residence. They all share the common thread of message that avoid 
the drugs in any forms and avoid risky sex behaviour consciously. The fourth 
and fifth case histories gave the important message of the parental love, 
affection, and congenial brought-up. Case history one and third confirmed 
about the stigma, discrimination and plight of HIV infected women in the 
society. Case IV reveals the management and impact of the HIV intervention 
programmes pumped for the cause. 
6.15 POLICY AND PROGRAMME 
An emergent political comriiitment is required to handle and check the 
spread of the virus. At the same time those people living with the virus must 
come out instead of hiding and remain silent or displaying timely action for 
prevention. If once a woman steps to commercial sex worker and people 
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made aware of her then, she would not get love and respect from anybody of 
her family and society. Family and society rejects and discriminates her. She 
has no option but to go back to the earlier profession i.e. CSW. 
In a personal interview with Dr. Dhanabir Laishram (AMUCO), a new 
dimension in today's context is the global view expressed dunng a UN 
convention in New York 2002 that Human Rights Activist play a key role in 
counteracting and fighting AIDS. Along with care recognition of rights of 
AIDS affected people and not discriminating them from school, work/job, 
travelling and in extreme cases isolated/rejected by the family members. The 
alarming rate of such cases were seen in south Africa and America that 
AIDS victims had gone into hiding and seek revenge by infected others. The 
difficulty caused by this trend to help workers and researchers conclude that 
by helping and caring them, giving them their basic rights to work, education, 
medical facilities etc and respecting them as responsible individuals, 
allowing them to recover or help them in alleviating their family conditions is 
absolutely essential instead of adopting coercive means. By adopting such 
policies they might be allowed to live peacefully for next 10 years at the 
same time we would be able to contain spreading of AIDS within the core of 
these identified patients and protecting others who were not aware or 
susceptible to it. 
In a personal interview with Dr. Ibohanbi, Deputy Director, MACS, told 
that the uniqueness of Manipur State AIDS Policy is a contribution of NGOs, 
local bodies and community based organizations in implementing NACO's 
programme. Manipur AIDS policy has district AIDS committee under the 
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chairmanship of Deputy Commissioner of district. The chief medical officer of 
district is appointed as the member secretary incorporating with all other 
departments - education, family welfare and district NGOs. District AIDS 
committee with the funding from MACS, it implements and proposes their 
own policy and program. Dr. Ibohanbi also advocated that vocational 
program for people living with HIV/AIDS are necessary for their rehabilitation 
though at present there is no program under NACO guidelines. 
In a personal interview with Nadakeshore, Programme Associate, 
(MVHA), suggested that voluntary HIV testing of the youth before marriage 
should be made mandatory either through government policies of through 
people's own initiative. This will reduce the rise in AIDS through sexual 
transmission and detection of AIDS. Secondly extensive research work 
needs to be done in BCC (Behaviour Change Communication). Research on 
why and how to change the behaviour of people concerned in this issue and 
using these inputs to develop effective strategies to tackle AIDS is urgently 
needed. 
In a personal interview with Mr. Pritam (SASO) said, "The other 
preventive measures that should be taken to focus on the population as a 
whole and not specific target groups. Networking of the NGOs instead of 
working vertically in needed. More focus on AIDS widows and children both 
in terms of financial assistance and care." 
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Chapter-VII 
Summary and Conclusion 
"I have AIDS please hug me. I can't make you sick' 
Worldwide icon in the fight against HIV/AIDS discrimination, WORLD AIDS 
DAY (1^* Dec. 2005) 
7.1 INTRODUCTION 
On 1^' Dec. 2005, WORLD AIDS DAY, Laurie Garret, Senior Fellow for 
Global Health at the Council on Foreign Relation in her essay titled, "The 
Lessons of HIV/AIDS' states, "Policy makers still lack sufficient data, 
computer modelling and empirical analysis of the disease for effective 
guidance on prevention and treatment. As a result, the pandemic's impact on 
economic activity, agricultural practices, childhood development, and 
credibility of political leaders still poorly understood. 
She wrote three crucial points. First, HIV/AIDS is the most complex 
disease humanity has ever faced and presents it with unprecedented 
challenges of research and analysis. Second, new threats to stability and 
security may emerge as a pandemic escalates. Third, a well-conceived 
campaign to curtail the virus, particularly through development of an effective 
HIV vaccine, could short-circuit attendant security concerns. Such a 
campaign would be achievable. But it has yet to be undertaken". (The Times 
of India 1 *^ Dec. 2005) 
Today, it is internationally recognised that a aucial goal and hallmark 
of HIV/AIDS advocacy is the meaningful involvement of People living with 
HIV/AIDS (PLWHA) in all aspects of programmatic and the policy related 
responses. This WORLD AIDS DAY KK Abraham, president INP+ says, 
"Real prevention can only happened when positive people come forward and 
share their storage. They are the ones who have the ultimate nght to 
communicate with masses." (The Times of India 1^' Dec. 2005). 
The present study examines the problem of the HIV infected persons, 
their parents and local leaders in Manipur state. The primary objective of the 
study was to analyse the social factors responsible for HIV infection, its 
associated consequences and the policies adopted and implemented in the 
state for its prevention and management. Since HIV/AIDS is strongly 
associated with stigma and disaimination the research design adopted to 
approach to the respondents was purposive. A few of the organisations 
particulariy the NGOs which have been working for the cause were great 
help to identify the infected persons. Besides, a major help was afforded by 
the Deputy Director, MACS in picking up such organisations. 
7.2 MAJOR FINDINGS 
The present study is based on sample of 153 HIV/AIDS infected cases which 
includes 56 infected women. The major findings and discussion follows in 
the subsequent paragraphs. 
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7.2.1 Background Information of HIV/AIDS Infected Persons 
More than sixty-one per cent (61.4%) of the respondents reside in urban 
areas. Two-thirds belonged to the Meiteis (64.1%) whereas Chingmee (tribal 
community) constituted 25.5% and nearly ten per cent (9.2%) were found 
among Pangal (Muslims). Six in every ten of the persons live in joint family 
system. More than half, mothers of the infected persons were illiterate 
(57.5%) compared to 15 percent of the fathers. Nearly half (45%) of the 
respondents' father served as government servants. Only 11.1%) of 
respondents' mothers in government jobs and nearly thirty one per cent 
(30.7%) of mothers were engaged in skilled labour. Majority of HIV/AIDS 
victims found in the age group 30-34 (31.4%) and nearly thirty seven per 
cent (36.6%)) of females were infected with HIV/AIDS. 
In the study sample population 45.1 % were currently married and one 
in three was still single. Notably 5.2 % were divorcees or separated due to 
the HIV+ status of their spouse. In the sample population, no widower was 
found. It may be because of fact that most of the widows were infected from 
their deceased husband. But there might be a high probability of the Hl\/+ 
women due to the occupation of commercial sex work either as casual 
earner or regular earner as they are compelled to the trade in order to help 
and maintain their family. 
Spouse's educational status of married respondents showS that out of 
104 married respondents 93.3 per cent are literate while 6.7% are illiterate. 
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Among the literate HIV infected persons 71% had attained high school and 
above. 
The current work status of sample population showed that almost half 
were working at the time of survey and about 10 per cent of the respondents 
were students. Among the currently working respondent 33.3% were 
shopkeeper and 25.3 % were in service and 16 per cent professional. More 
than half (51 %) of the respondents were dependent or not working. 
Out of 104 married respondents 84.6% had children and 15.4% did not 
have any child. This means that a large number of HIV/AIDS spread in the 
next generation through a higher number of presences of children in the 
HIV/AIDS infected families. Married but having no issue HIV + persons didn't 
like to have any child as they did not want their innocent children to be victim 
of HIV/AIDS. 
In Manipur, many of the HIV/AIDS infected persons were having high 
risk behaviour of injecting drug (IDUs) who were vulnerable to HIV/AIDS 
infection due to sharing of contaminated needles and syringes. About 61.4% 
of them were drug abusers and 57% of HIV/AIDS infected persons still had 
drug abused friend circle. In the state large number of male HIV infected 
persons are IDUs. 
Out of 153 HIV/AIDS infected persons, 50.3% were infected through 
contaminated needles and syringes, 31.4% were infected from their HIV+ 
spouse, 11.8% were infected from blood transfusion (18 in number) and 6.5 
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% were from unsafe sexual practice (10 in number). In the study sample the 
infection rate through blood transfusion was high and the infected 
percentage due to unsafe sexual practice was low. The comparatively higher 
proportion of route of infection due to blood transfusion is misreporting since 
it is more socially acceptable than either drug abuse or practice of unsafe 
sex. Majority of the infected persons (40%) knew about their HIV positive 
status one year before the survey but remaining knew within one year phor 
to the survey. 
Seven out of 10 infected persons sought treatment. Among those who 
did not seek treatment the primary reason for not seeking treatment was due 
to their asymptomatic state (they felt healthy and no visible or noticeable 
changes in their body or in its functions) while few of them did not seek 
treatment due to financial difficulty. Among the treatment seekers 40.5% 
sought treatment in government hospital and about one-third sought from 
private clinic. However 8.4% got treatment in hospice centres where 
treatment was given only to the HIV infected persons. 
Nearly 40% of HIV persons had at least one HIV/AIDS infected 
member in the family. More than half of the HIV/AIDS infected persons 
(50.3%) were supported financially by their family members while 42% were 
supported by themselves. 
Among HIV infected women the reason for testing (54 in numbers) 
was mainly due to their husband's HIV status (55.3%) and others were 
through routine antenatal care (39.2%). 
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Majority of the infected women (98.2%) had the correct knowledge of 
HIV transmission. But nearly forty-five per cent (44.6%) of infected women 
respondents continued their pregnancy till child birth and 55.3% of the 
infected women discontinued their pregnancy. 
More than half of infected women (51.8%) experienced marital conflict 
in the family due to their positive status. 64% of them ignored by the family 
members and neighbours for being HIV status. 
More than one in every four (27.5%) HIV/AIDS infected persons faced 
discrimination from their own family members like in-laws or siblings though 
majority faced at the work place and educational institutions and even from 
their friends and peer groups. 
The HIV/AIDS infected persons reported a drastic decline of love and 
affection from their family members due to their HIV/AIDS status. Before 
their infection it was 82.4% but post infection, it slipped to 63.4%. It was also 
found that 15.7 % of respondents had disagreement and conflict in their 
family before they were infected to HIV/AIDS but the disagreement and 
rejection inaeased twofold after they were infected with HIV/AIDS. 
Nearly seventy one per cent (70.6%) of respondents reported that 
they got love and care from the neighbours before they were infected. But 
this percentage reduced to thirty-two (32%) after the neighbours came to 
know that they were infected with HIV+/AIDS. 
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The disagreement and rejection of the neighbours before the 
respondents had got HIV+/AIDS infection were 26.1% but it shot to 61.1% 
which was more than two and half times after the neighbours came to know 
that they were infected. 
Majority of the HIV/AIDS infected peers (80.4%) were supportive to 
each other and 14.4% were shown love and care among themselves. Very 
few, 4% of them acted indifferently among themselves. 
At one time in Manipur there were incidents that insurgents and 
student groups like All Manipur Student Union (AMSU), Women's 
organization like Meirapaibee and other pressure groups beat and 
embarrassed IDUs and HIV+ persons, caught them and shaved heads, and 
even shooting on the legs and thighs by the insurgent groups. At the time of 
survey, only 21.6% of the respondents reported that they had encountered 
such incidents in their past time. 
7.2.2 Causes of HIV/AIDS 
More females, married, less than high school level of education, belonging to 
nuclear family residing in rural areas and Chingmees reported to have the 
experience of working outside the homestead. By the family information HIV 
persons who had illiterate mother, less than middle school level of father's 
education while parents were working in the agriculture reported to have 
worked outside. 
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Younger, unmarried, educated, having nuclear type of family living in 
urban areas belonging to Meitei and Chingmee community males were more 
likely to have experience of drug abuse. However, parent's education did not 
have any set pattern of drug abuser except for those whose father were 
engaged in agricultural activities. 
Similar to the experience of drug abuse, younger, unmarried, educated 
males, living in urban areas, having nuclear type of family belonging to 
Meitel and Pangal community were have more drug abused friendship. 
Younger, unmarried and better educated males belonging to Panga\, 
non-working and residing in rural areas with non-single parenting reported to 
have been infected though unsterilised needles and syringes. However a 
difference can distinctly be observed that females and divorcees were 
infected from their HIV positive spouses followed by Chingmees and single 
parenting families residing in rural areas. Unsafe sex was more prominent in 
older, illiterate males and residing in rural areas. Parents' education and 
occupation share similar patterns. 
The local leaders and neighbours or local people of HIV/AIDS 
persons reported that about more than half (52.1%) of infected HIV/AIDS 
persons were only due to the injecting drug use by sharing of un-sterilised 
needles and syringes as compared to nearly one-fifth (18.8%) of persons 
infected due to sharing of un-sterilized needles and syringes and indulged in 
unsafe sex. Encouragingly, nearly 87% of them expressed their willingness 
to care and support of HIV/AIDS infected patients. 
212 
7.2.3 Stigma and Discrimination 
The study explored the problem of stigma and discrimination faced by the 
HIV infected persons in and around the family and neighbourhood. It is 
found that majority of the infected persons faced the stigma and 
discrimination by the neighbours and even within the family too. 
Older persons, females, widows, illiterate, Meiteis students and those 
whose fathers were highly educated, belonging to urban areas living in the 
joint family reported to have faced more stigma and discrimination. 
There was a sharp decline in love and care shown to them when they 
compared by their HIV positive status. Most of them reported that there was 
love and care but when they were declared to be HIV infected they 
experienced less care and love even from the family members. Non-working, 
females living in rural areas belonging to Meitei community were worst 
affected within the family. However, there was no conclusive difference in 
the love and care by age, education, parents' education or occupation and 
type of family revealing similar situation in all categories. 
Similar situation was also examined from the neighbours too. In this 
case older persons with HIV, females, widow and divorcees, economically 
not contributing residing in rural areas and belonging to nuclear family and 
Chingmees faced a sharp change in the love and care by the neighbours 
when they compared it before and after the HIV positivity. 
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Since there was stigma and discrimination all around within and 
outside the family the HIV persons have been under the strong pressures of 
threat which is particularly associated with the route of infection. Older in 
age, females, widows, illiterate and less educated, belonging to Meitei 
community non working living in urban areas and having nuclear and single 
parenting families felt this sense. Parent's characteristics did not have much 
variation to explain. 
Discrimination was equally borne by the other members of the family 
too besides the persons. Educational status, level of household income, 
profession or relationship to the infected person did not have much variation 
in this phenomenon. 
Among women there was marital conflict due to the HIV status. When 
correlating with the background information, younger non earning living in 
urban areas and belonging to joint family had more of marital conflict. 
When a woman was infected by HIV she was not only discriminated 
but ignored also. This experience was noticed more among older, non 
earning, parents working in lower paid jobs. When probed further they were 
ignored mostly by the neighbours, at other places than family, working and 
living in urban areas. 
One-third of the HIV infected persons faced physical deterioration and 
financial problem due to their treatment. Twenty-two percent faced stigma 
and discrimination and 17.6% depression and worried about their condition. 
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Every one in ten worried about their children's future and 5% felt 
apprehension of the lot of their children and wished to live a little longer. 
7.2.4 Treatment 
Irrespective of the background information majority of the HIV infected 
persons sought for their treatment but marginally higher among by female 
from the nuclear family. 
The treatment expenditure of their HIV shows that 36% spent upto 
Rs. 7000 and 40% more than Rs. 10,000 on treatment. Older male with 
higher education with well off families and having better jobs were seeking 
treatment. 
Older patients used to bear expenses through self financing of 
treatment cost while unmarried and divorcees relied on family members 
which was higher among higher educated Pangal community. Urban 
residents and single parenting families tended to fall on friends and relatives 
too. 
The median months of non-working by the HIV infected was higher among 
highly educated, widows, Chingmees whose fathers were engaged in 
government job while the mothers were cultivators and they were living in 
the nuclear families. 
7.2.5 HIV/AIDS policy and programme 
Globally as well in the Indian situation a clear cut AIDS policy has been 
adopted. Interestingly India has also adopted a distinct policy way back since 
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1990s and the specific programmes in the name of National AIDS Control 
Programme I and II have been introduced to fight the onslaught of the 
HIV/AIDS pandemic. In Manipur the State AIDS Policy was introduced in 
1996 to contain the HIV spread mainly through lEC (BCC) and targeted 
intervention programmes with a special focus on IDU, CSW and truck 
drivers. 
The family members of the HIV infected persons opined to control and 
prevent HIV/AIDS. Majority wanted to have strong HIV/AIDS awareness 
programme while 28% put either to stop or prevent injecting drug use and 
more health consciousness (16%). 
Half of the local leaders wished a well designed and targeted 
awareness programme of HIV/AIDS in the state, but more than twenty-nine 
percent (29.2%) gave mixed opinion. Slightly more than one-fifth (20.8%) of 
them liked HIV test before marriage and moral education in school and 
among youths and masses. 
With a view to analyse various facts of the problem the study also 
examines case histories of some HIV/AIDS infected persons. All the five 
case histories disclosed different facets of the HIV infected persons being 
commonly existing in Manipur. It does not differ by community, religion or 
residence. They all share the common thread of message to avoid the drugs 
in any forms and avoid risky sex behaviour consciously. The messages of 
importance of the parental love, affection, and congenial brought-up were 
given by the fourth and fifth case histones. The first and third case histories 
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confirmed about the stigma, discrimination and plight of HIV infected women 
in the society. Again the fourth case history reveals the management and 
impact of the HIV intervention programmes pumped for the cause. 
There is a strong need for the rehabilitation programme for the HIV 
infected persons once they have been identified to protect themselves from 
stigma and discrimination and economic support for themselves till they can 
work. Till date this provision has not appeared in the NACO guidelines. 
Voluntary HIV testing of the youth before marriage should be made 
mandatory either through government policies or through people's own 
initiative. 
Networking of the NGO's instead of working vertically is needed. More 
focus on AIDS widows and children's both in terms of financial assistance 
and care is needed. 
The incidence of HIV/AIDS cuts across the parents' occupation or 
education and more likely to have faced in the urban area. The presence of 
more infected person in urban areas is due to the sampling design adopted. 
But it is clear that the spread of HIV in Manipur Is very much uniform. This 
calls for a strong uphill of behavioural change communication (BCC). 
The higher prevalence of HIV among the more educated persons 
signifies the root cause of it which mainly lies with the nexus of easy access 
to drugs and the use of unsafe syringes and needles sharing among the 
drug users. This study also confirms the route of infection mainly from drug 
217 
behaviour coupled with sharing of syringes and needles. The introduction of 
harm reduction strategy in the state is one of the most important and 
appropriate intervention programmes. 
Almost half of the infected persons were married and majority of them 
were having friend circles who indulged in drug abuse. If the current dragnet 
of HIV infection is to be broken it needs to break this kind of social 
networking. Proper recreational facilities become imperative. 
Due to the geographical proximate to the golden triangle and porous 
international boundary with Myanmar there is an easy access to drugs (No. 
4). The state has been under the ghp of economic hardship coupled with 
non availability of decent jobs frustrated youngsters are lured to drug 
addiction. 
As a consequence people come out to earn a living and among them 
who engaged a long distance travel (such as truckers) are more at risk of 
both having drug abuse and easy unsafe sex cumulating in the infection of 
HIV. 
It can safely be concluded that irrespective the persons who went out 
to work need an immediate intervention with better knowledge of HIV 
problem and educate the means to prevent themselves from it particularly 
the truckers, women folk who run business on national highway and 
commercial sex workers. The study did not have much variation of 
experience of work by background information. 
218 
This study also confirms that Manipuri youths need a special attention 
since majority of the HIV infected persons have mainly indulged in drug 
abuse and co-associated factor is the predominance of friendship network of 
drug abusers. The society as whole requires a change in the attitude of drug 
abuse and understands its consequences. 
One of the important findings of this work is the willingness of the 
local leaders to mitigate the menace of drug abuse which caused HIV 
infection in the state work for the cause of rehabilitation. 
7.3 CONCLUSION 
The present study also clearly observes that not only the HIV infected 
persons but other members of the family as well are subject to stigma and 
discrimination. Beside this there arose marital conflict if a partner (mostly 
husbands) got HIV infected. This is less acute if the person was earning and 
contributing to the family. This calls for a well thought intervention 
programme for rehabilitation and vocational and plausible opportunity for 
earning. 
Since females particularly widows, illiterates and students faced 
stigma and discrimination at home and neighbourhood as well at the point of 
time there is an immediate need for strong intervention programme to 
educate the route of transmission, ways of taking palliative care, and human 
touch of love and care so long as they survive to start at least at home. 
219 
At the moment due to the infection people can not continue earning 
further for them an alternative viable source of income is very crucial for 
survival. On an average an HIV infected person lost about 7 months work. 
There is not to compensate it. 
There is evidence of adopting and implementing the AIDS policy at 
global, national and state level. But all of these policies aim at awareness, 
prevention, blood safety, decentralisation, integration of multisectors, and 
BCC. 
Local leaders and parents of the HIV infected persons emphasised 
mainly on the prevention of the drug abuse. This is a stand alone message 
that HIV in Manipur can drastically be reduced had it been controlled timely. 
The case studies confirms and suggests three aspects not to indulge 
in drugs, avoid unsafe sex, and ignorance of HIV transmission route and 
plight of the infected persons while they are surviving with pains and 
sufferings from HIV/AIDS and the more importantly stigma and 
discrimination. They did not have faintest ray of hope of future resulting into 
despair, frustration, repentance and worry for the children. This can not be 
left alone on a particular sector or section of persons; rather it needs a 
collective effort to face it with understanding and wisdom. 
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7.4 SUGGESTED RECOMMENDATIONS 
• To introduce policy and programmes for caring of infected children 
and orphan and widows 
• To introduce and adopt the vocational programmes for people living 
with HIV/AIDS so as they can lead economically independent life 
• Policy for easy access to CD4 count and Elisa test free of cost for the 
high risk people 
• Impart training of health care for the HIV infected persons specially 
women who often are health care providers 
• Financial help (loan) for these people such as micro credit to widows 
and commercial sex worker to sustain their livelihood 
• Proper working opportunity in all the sectors and availability of the 
adequate marketing strategy 
• Training of school teachers (both private and government) to talk on 
HIV/AIDS in schools, cause, prevention, and care of PLWHA. 
• Committed able and effective leaders or workers (both paid and 
voluntary) must be organise to fight HIV/AIDS 
• To review the State AIDS Policy to strengthen the needed areas 
• To strengthen the awareness campaign to reduce the stigma and 
discrimination 
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• Make a strong commitment to rehabilitate and settlement of PLWHA 
particularly women and widow not to force them as commercial sex 
worker or drug peddlers 
• To adopt a special programme for illiterate and school drop outs to 
impart vocational education or other life skill knowledge to counter 
drug menace and risky behaviour 
• To empower women in higher decision making bodies and make them 
involved in HIV campaign 
• To frame policy for preventing from unsafe sex and rape 
• Health care system must be responsive and be improved in all areas 
particularly in remote and hill areas 
• To involve media for wider coverage and imparting awareness of 
HIV/AIDS and health care 
• Primary intervention (such as Harm reduction) programme must be 
strengthen 
• Create facilities for recreation to release stress, tensions and spend 
leisure time in a positive manner 
• Involve spiritual leaders for the cause of all sections of society 
• Need for policy to effectively communicate between parents and 
offspring, particularly adolescents and young adults 
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• More openings for job opportunity in the state 
• Training for family members who are caring for the HIV infected 
people so that they can deal with basic required skill at home 
• To make fencing on the international boundary to check the drug 
trafficking and cross border sex trade. 
• To involve political leaders actively for awareness as set in Thailand. 
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GLOSSARY OF ABBREVIATIONS 
AHRN 
AIDS 
ARD 
AMUCO 
AMSU 
BCC 
BLTF 
CASA 
CBOs 
CNP 
CSD 
CSW 
GAP 
HIV 
HSS 
ICMR 
IDUs 
lEC 
INP+ 
IMA 
ISD 
The Asian Harm Reduction Network 
Acquired Immuno Deficiency Syndrome 
Anti Retroviral Drugs 
All Manipur United Club Organization 
All Manipur Student Union 
Behaviour Change Communication 
Bodo Liberation Tiger Force 
Churchs' Auxiliary for Social Action 
Community Based Organization 
Churachandpur Network of Positive People 
Centre for Social Development 
Commercial Sex Worker 
Global AIDS Program 
Human Immuno Deficiency Virus 
Health and Human Service 
Indian Council of Medical Research 
Injection Drug User's 
Information Education and Communication 
Indian Network of Positive People 
Indian Medical Association 
Institute for Social Disease 
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IWCDC 
JN Hospital 
LEWS 
MVHA 
MNP+ 
MACS 
MSM 
NA 
NACO 
NACP 
NESP 
NGO 
PLWHA 
PPTCT 
RIMS 
RIAC 
RSA 
RUSA 
SACA 
SAHAI 
SASO 
Integrated Women and Child Development Centre 
Jawaharlal Nehru Hospital 
Leprosy Patient Welfare Society 
Manipur Voluntary Health Association 
Manipur Network of Positive people 
Manipur State AIDS Control Society 
Men having Sex with Men 
Narcotic Anonymous 
National AIDS Control Organization 
National AIDS Control Program 
Needle Syringe Exchange Program 
Non-Government Organization 
People Living With HIV/AIDS 
Prevention of Parents to Child Transmission 
Regional Institute of Medical Science 
Rapid Intervention and Care 
Rapid Situational Assessment 
Rural Service Agency 
State AIDS Control Society 
Society for Aid and Help for Addictive Illness 
Social Awareness Service Organization 
SEAR South-East Asia Region 
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SHALOM 
SIDA 
STD 
TB 
ULFA 
UNDCP 
VCT 
WHO 
LOCAL TERMS 
Chingmee 
Drug Kappa 
Humanglai 
Keinakatpa 
Lai-umang 
Meitei 
Meirapaibee 
Mayang 
No.4 
Panghal 
Salai 
Touheide 
Umang 
Society of HIV and Lifeline Operation in Manipur 
Swedish International Development Corporation Agency 
Sexually Transmitted Disease 
Tuberculosis 
United Liberation Front of Assam 
United Nation Drug Control Program 
Voluntary Counselling and Testing 
World Health Organization 
SAME MEANING IN ENGLISH 
Aboriginal tribe of Manipur 
Injecting drug 
Herpes 
Remarriage of widow 
Original Meitei sylvan deities 
The largest ethnic groups in Manipur, mainly 
adopted Hindu religion and settled in valley 
Women organization at local level 
Non-Manipuri migrated from other states of India 
Heroin 
Muslim 
Clan 
Social taboo 
Forest 
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INTERVIEW SCHEDULE 
Confidential For 
Research Only 
Topic: The Cause and Consequences of HIV/ AIDS in 
Manipur: A Sociological Study 
Date 
Name of the researcher: - Wahcngbam Ranbir Singh. 
Name of the Supervisor: - Dr. Rashida Rana Siddiqui 
Reader, Deptt. Of Sociology «& Social work. 
A.M.U., Aligarh - India 
Questionnaire Set I (PLWHA's Information) 
1. Interview code number 
2. Age 
3. Sex (i) Male (ii) Female 
4. Marital status:-
(i)Married 
(ii) Unmarried 
(iii) Widow/Widower 
(iv) Divorcee/ 
5. a)If married whether the wife/ husband is working outside? 
(i)Yes (ii) No 
b) If'yes' mention the nature of work-
6. Educational Status:-
(i) Illiterate 
(ii) Primary 
(iii) Middle School 
(iv) High School &10+2 
(v) Graduate & above 
(vi) Technical 
7. Community: 
(i) Meitei (ii) Muslim 
(iii) Tribal (iv) Non-Manipuri 
8. a)Current work status:-
(i) Working (ii) Not working 
(iii) Student 
8. b)If 'working' what is your occupation? 
(i) Professional (ii) Agricultural labour 
(iii) Skilled labour (iv) Shopkeeper 
(vi)Service 
If you fall sick can you do work? 
(i) Yes (ii) No 
8. c)If 'Not working' how long you haven't been able to work? 
(i) Month (ii) Year 
9. Father's educational status:-
(i)Illiterate 
(ii)Literate 
(iii)Middle School 
(iv)High School &10+2 
(v)Graduate & above 
(vi)Technical 
10. Mother's educational status:-
(i)Illiterate 
(ii)Literate 
(iii)Middle School 
(iv)High School & 10+2 
(v)Graduate & above 
(vi)Technical 
11. Father's occupation:-
(i) Govt, job (ii) Cultivator 
(iii) Skilled labour (iv) Shopkeeper 
(v) Agricultural labour 
12. Mother's occupation:-
(i) Govt, job (ii) Cultivator 
(iii) Skilled labour (iv) Shopkeeper 
(v) Agricultural labour 
13. To which place you belong? 
(i) Rural (ii) Urban 
14 Monthly income:-
RS. 
15. Type of family:-
(i) Joint 
(ii) Nuclear 
(iii) Single parenting 
16 Spouse's educational status (if married):-
(i) Illiterate 
(ii) Read and Write 
(iii) Middle School 
(iv) High School & 10+2 
v)Graduate &above 
(vi) Technical 
17. (If married)Do you have Children ? 
(i) Yes (ii) No 
18. Do you abuse some sort of drugs (Tobacco / Smoke / Tablets)? 
(i) Yes (ii) No 
19. Do your have drug abuse friend circle? 
(i) Yes (ii) No 
20. Your possible route of HIV/AIDS transmission (if any). 
(i)Through unsterilized syringe 
(ii)Through HIV + spouse 
(iii)Infected blood transfusion 
(iv)Unsafe sexual practice 
21. When did you know your HIV/ AIDS status? 
(i) Month 
(ii) Year 
22. a) Have you taken treatment for HIV/AIDS? 
(i) Yes (ii) No 
b) If yes what is the approximate cost of your treatment till date? 
Rs. 
c)If 'no'why? 
23. a)Is there any HIV/AIDS patient in your family? 
(i) Yes (ii) No 
24. b)lf "yes' identify? 
(i) Mother 
(ii) Father 
(iii) Brother and sister 
(iv) Any other 
25. Who gives financial support for your treatment? 
(i) Family member 
(ii) Self 
(iii) Friends 
(iv) Any other 
26. Did you sell your household assets due to your treatment? 
(i)Yes (i) No 
For women respondents from question no 27 to 32 
27 .a)Did you get tested for HIV/AIDS? 
(i)Yes (i) No 
b)If'yes' why did you get tested for HIV/AIDS?: 
(i) Antenatal care 
(ii) Husband HIV+ status 
(iii) Any other 
28. Do you know that HIV+ mother can transmit HIV/AIDS to her 
child? 
(i) Yes (ii) No 
29. Did you get pregnant after your HIV+ status? 
(i) Yes (ii) No 
30. Did you get any marital conflict after you know your HIV+ 
status? 
(i) Yes (ii) No 
31. Did you ever feel that you are being given less care, love and 
respect than a ' male HIV/AIDS patient? 
(i) Yes (ii) No 
32. b)If 'yes' then by whom ? 
(i) Family members 
(ii) Neighbours 
(iii) People at work place 
(iii) People at work place 
33 Tick the discrimination faced by you in the following? 
(i) Family 
(ii) Work place 
(ii) Friends-peer group 
(iii) Educational institutions 
(iv) Any others 
34 Attitude of your family before you became HIV/AIDS patients. 
(i) Love & care 
(ii) Conflict 
(iii) Any other 
35 Attitude of your family after you become HIV/AIDS patient. 
(!) Love & care 
(ii) Rejection 
(iii) Any other 
36 Attitude of your neighbours / friends before you became 
HIV/AIDS patient? 
(i) Love & care 
(ii) Rejection 
(iii) Any other 
37. Attitude of your neighbours / friends after you become HIV/AIDS 
patient? 
(i) Love & care 
(ii) Rejection 
(iii) Any other 
38. Attitude among your HIV/AIDS patient/ HIV/AIMS? 
(i) Love 
(ii) Supportive 
(iii) Indifferent 
(iv) Any other 
39. a)Have you ever been threatened by anybody because of your 
HIV/AIDS status? 
(i) Yes (ii) No 
b)If'yes' by whom? 
40. What problems did you face after you are being infected with 
HIV/AIDS 
39. As an HIV / AIDS patient, what message would you suggest to 
control and prevent HIV/AIDS in our state? 
Name and Address (if you wish) 
Questionnaire Set II (Patient's Family Member ) 
Date 
1 Age 
2. Relationship with the patient:-
(i) Father 
(ii) Mother 
(iii) Brother-sister 
(iii) Any other 
J . Educational status:-
(i) Illiterate 
(ii) Literate 
(iii) Less than middle school 
(iv) High school 
(v) Higher secondary and above 
4. Occupation:-
(i) Professional 
(ii) Cultivator 
(iii) Any other 
5. Monthly household income:-
Rs. — 
6. How do you no know about his/her positive status? 
7. What do think of his possible reason for his HIV positive status? 
8. What was his earlier behavior? 
(i) Good behaviour 
(ii) Disagreement with people around 
(iii) Mingling with drug taking friends 
(iv)Inclination to use drugs 
(v) Loose charachter 
(vi)Come back late at night 
9. a)Do you think that his friend circle is responsible for his 
HIV/AIDS status? 
(i) Yes (ii) No 
10. (If married) Do you know his positive status before or after 
marriage? 
(i) Before (ii) After 
11 Do you think that your household economic condition 
has fallen down because of his illness? 
(i) Yes (i) No 
12. Can you guess the treatment expenditure for him or her till date? 
Rs. 
13 Attitude of your neighbours /friends toward you because of 
HIV+ patient in your family? 
10 
27. What steps do you think are needed to control and prevent from 
HIV/AIDS in the region? 
11 
Questionnaire Set HI (From Local Leader ) 
Date 
1 a) Do you know any HIV infected person in your 
neighbour/locality? 
(i)Yes (ii) No 
b) If 'yes' how do you know about him/her? 
(i) Drug addict 
(ii) Loose character 
(iii) Nice person 
(iv) His/Her spouse + status 
(v) Any other 
2. What may be the possible causes of HIV/AIDS? 
3. Do you want to take care of him/her as we care other patients? 
(i) Yes (ii) No 
4. a) Do you think that female patients are innocent in regard to 
their infection/ HIV/AIDS? 
(i) Yes (ii) No 
b) If'yes/no'why? 
5 What do you think the impact of HIV/AIDS on society? 
6 What do you think of the present HIV/AIDS scenario in 
Manipur? 
7 What step the society need to take up to control and prevent 
HIV/AIDS? 
Name 
Occupation-
Education ~ 
12 
